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Association of Midwives of Newfoundland and Labrador 
(Chapters in Goose Bay and St. John's) 
Newsletter 16 
January 2001 
We start 2001 with a new name for our Association. There will be a new logo. The name, 
logo, philosophy and code of ethics were approved at the January 12, 2001 meeting. This 
Newsletter contains· a summary of that general meeting. 
The next meeting will be the Annual General Meeting, at which time a new executive 
committee has to be elected (the present executive members have served for the maximum of two 
terms). The nomination forms are included so that full members may nominate someone (can be 
themselves). The Constitution and Bylaws need updating and drafts are included for your 
comments. A mission statement for this Association is needed. The nominations and comments 
on the drafts should be in to the Editor by March 3 . 
Items for the Newsletter are welcomed and those who submit are responsible for 
obtaining permission to publish in our Newsletter. The Editor does not accept this responsibility. 
Membership fees for 2001 are now due. A membership form is at the end of this 
Newsletter. 
Pearl Herbert, Editor, c/o School ofNursing, 
Memorial University ofNewfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037) 
Association of Midwives of Newfoundland and Labrador 
Annual General Meeting, April6, 2001, 4 p.m. (Island time). 
Members on the Labrador Coast advise Telemedicine prior to the meeting 
Nomination Forms, Agreement with Drafts, to be returned by full members by March 3 
Do YOU want to Practice Midwifery in this Province? 
Midwives who may wish to practice midwifery when legislation comes into effect 
should give their names to· either Elizabeth Lundrigan at ARNNL or 
Martha Muzychka, Community & Social Services St. John's Region, 
P.O. Box 13122, St. A, St. John's, N·F, AlB 4A4 
(You cannot commit yourself until Legislation is passed) 
Executive Committee 
President: · Pearl Herbert 
Treasurer:· Pamela Browne 
Newsletter Editor: Pearl Herbert 
Secretary: 
Co-Signer: 
Karene Tweedie 
Alison Craggs 
Home page: http://www.ucs.mun.ca/ -pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
2 
General Meeting, January 12, 2001 .f 
There were 6 members present in St. John's and 3 in Labrador. There were also apologies 
from other members. One of the first items was to ratify and minute the results of the votes for 
change of name, philosophy and code of ethics. A mission statement is.novv neede4 fortthi~ -·!· ·. 
Association. A statement about routine male circumcision was Tabled wh' le waiting fer:th~-.- .. :r--
report of the International Medical Advisory Panel (see elsewhere in this ·New~letter}.. ·· -~~-- c 1 ... 
In November the Association had been represented in Toronto .at the:AlT·l ,abour .. !~. ~fr 
Mobility Meeting, and in December and January at the Canadian Association of Midwives 
meetings by telephone conference calls. This Association is also repres.ent~dd:l'n. the Mi.dw4{ety' 
Implementation Committee. . . ~: ; ~ : · .· :· ~; ... ;~.: ·. 
The possibility of having a workshop was discussed. A committee:i& ,qee¢ed to org~j~~ 
this. Give your name to one of the Executive members if you are interested •. This, cprnm,itt~e;·~~ 
be composed of full and associate members. :· ~ f; ·.;d ·· • .J .;'• . • v ~ ~ :· • · , .~. :f : 
This is the year that Nominations for a new. executive committe~ are:~lu~ .. Eull ,m_erp,b~ers 
to complete the enclosed forms and either nominate yourself or somebody else, and send to Kay 
Matthews, Nominations Chairperson, MUN School of Nursing, by March?, ~001 . ,. . ......... ~ 
April6, 2001 , is the agreed date for the annual general meeting. In pr~ara+ion for tPi~ the 
Constitution and Bylaws need to be revised, due to the change of name to A-MNL,, CCM to: _,: ::·· 
' 
CAM, now have a national association so need to provide support, change o·f ·flnancial year.·t o be 
the same as CAM, change in our basic membership fee, and other minor changes. Approval for 
these by full members needed by March 3, 2001 , to Pearl Herbett, MlJN School ofNursing. 
· Congratulations to Kay Matthews for receiving the Leadership Award from- the:lvt;.ari.~t111e 
Centre for Excellence in Women's Health. . · · · \ . · 
The approximate number of midwives in the provinces where midwifery legislation is in 
effect: ·British Columbia= 60, Alberta = 15, Manitoba = 20, Ontario = 200, QueQec = 55. . .. 
Midwifery legislation in Saskatchewan will come into effect on the date ~ gov:ernn1ent funde4 . 
mid\vifery project commences. ·:· : ~ - ,: ~·.-
Midwifery Implementation Committee, January 26, 2001 . ·= • r:.: F:·· · . .. 
· The subcommittees had been meeting since the September MIC meeting, and al~o had 
meetings on January 25, 2001. The Scope of Practice subcommittee have submitted core 
competencies, and statements about emergency skills and neonatal resuscitation. Examples of 
what the subcommittee members are working on are: standards, mandatory consultations, 
prescribing medications, complementary and alternative therapies for mothers, minor surgical 
procedures (episiotomy etc.), screening tests (Pap smear etc.), necessary equipment, place of 
birth, transportation, second birth attendant, record keeping, etc. 
The members of the Education and Prelicensure subcommittee are considering the 
necessary qualifications for initial licensing and what refresher courses are being requested by 
those who may wish to practice midwifery when legislation is implemented. (In other provinces 
preparation for prelicensure registration has been less costly than paying for Prior Learning 
Education and Experience Assessments). The Communication Committee members are 
preparing to provide information to professionals and the general public. We viewed a 16 minute 
video What Midwives Do from the Midwives Coalition of Nova Scotia. 
At the MIC we were told about the requirements of a Canopy/Umbrella Act. We received 
a copy of the BC Final Report of the Home Birth Demonstration Project. 
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ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND AND LABRADOR 
. 
· :;~·f~ .. ~.~ '· • ·. : . . PHILOSOPHY OF MIDWIFERY CARE 
' r· : A, -: • , ~ 
.. •
3 
Midvlifery practice ~is base.d on the concepts of health and well-being. Childbearing is seen as a 
norfi1al physiologic.: process for the majority ofwotnen, and a major life experience for all v;omen 
and their fafililies·. ·Midwives work autonomously and in collaboration with other care providers 
to pron10tebealfu·.and well-being in women, babies and families. 
• "-. '. = _.:, / • : ~ .. 0 ~ .I f '- ~,; t ,; : ' " ~I i • • • ~·: 
Midwit6IY pracr.ice:oornbines the art of caring with theoretical and research-based knowledge to 
enable women and babies achieve optimal health from preconception, through pregnancy, labour, 
· birtff~and~the po9tpartutl1iileonatal periods. Midwives use scientific knowledge v.rhen promoting, 
\ ·proteeting and' stipporting~breastfeeding to provide the optimal food for babies. I-I ow ever, 
midwives respect the wishes of women to make an informed decision to feed their babies 
bteastmli1k\ ·substitutes-&nd-provide them with necessary information and assistance . 
• ' • -· ·• • t I · · . 1 . • ! • . I 
- I . .. I • ._: •• •. . •. .J · . . ) 
Midwifery practice ··-provides continuity of care between midwives and women from 
preooricepti0i1~ !-tlltougl1 pregnancy, labour, bilth, and the postpartum period. Midwifery care 
takes-place in p~ership with women and is provided in a manner that is holistic, flexible, 
.:. creative, empowering·,and supportive. 
I .. , \ 
, \.,. ~ ; 
. ~·. · )-
Midwifery care"shotild be available as a choice for all women with uncomplicated pregnancies, 
regardless· ·or· geographic location, socioeconomic status, age, cultural backgrou~nd, gender 
orientation, or religious persuasion. 
: . . 
. . . . • • - ~ f . 
f.o:-o t ' . • • 
Midwifery f)ractice promotes decision making as a shared responsibility between the woman, her 
family, ru.ia hef. ~:care providers. Midwives provide complete, cmTent and objective information, 
including relevant details of their scope of practice, to enable women to make informed choices. 
Midwifery care may be provided in any setting. However, mutual respect and advocacy are .-
fu11dar11Cil~aJ t(f.niidwifery care to enable the v1oman to give birth in the planned place of chol"ce . 
. . ~ .·· . . ~ .· ~ ! . :. . 
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ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND AND: LABRADOR 
. . .. ... 
CODE OF ETHICS . .. .. .. ~: ... :: 
.. ,I ! : t I • I 1 : 
1. Midwives respect their relationship with women and their families, maintain 
confidentiality of information obtained, and only share perti~ent ~pfo~ation, with th~ ~ 
woman's permission or as legally required. . r. .• ~;; • • J~,,;Aw .. _., , : ~;, ·: 
' ' . 
; ~ • J.f~ • ;:.~·~ ·I ;, ·~ 
.. ~ . . 
2. Midwives support and advocate for their professional Association. Midwives should not 
engage in any activity that would adversely affect the hono.ur, .. di~ity1( qr.- ~r.~dibility of the 
profession. ., . ·~ · .. -~ .. ~ ... ·. ; 
3. Midwives, as members of a health care profession, act in a manner, tpa~, .~ances the : 
reputation of, and inspires public awareness and confidence in, .. th~ P~9f~~sion~ ~ 
4. Midwives continue their education, both formally and informally,1t<?: .k.eep~~ heir: practice 
current, and take examinations as required to demonstrate that tl!ei~ sb,lJ_s ..  frre at a safe 
level. 
• • # r • .. 1 , • J. 
. ' . . . . ... ~' 
j • f ~ • I I 
5. Midwives' primary responsibility is the well-being of women and their~~bies. Midwives 
use research-based knowledge to provide appropriate care. , . , ..... . 
6. Midwives respect the rights of women to make informed choices by prqyjding them with 
complete, current and objective information, scope and limitations ofpra_ctice, and 
making referrals when required. ..' ·. · .t ~ ... '<: ~ ·A 
t 7. · Midwives do not discriminate on the basis of language, culture, ag_e, socip~c.onomic 
status, gender orientation, religious persuasion, or location, when pro;1iding.professional 
care. Although the decision regarding the place of birth should be ~4e<l;lly ;qas~d on 
research findings, no woman in labour should be denied care wherey~~ .the birth is 
. 
occumng. 
. . 
8. ;·,_ . Midwives always act so as to provide optimal health for the woman andr !l:J:~ baby when 
~- ·provid:ng advice and care during preconception, pregnancy, labour an~ 1~!rth, postpartum, 
and in the neonatal period. . .. · ·~·~:· .. !·~·#· 
9: · I\tiid\vives promote, protect and support breastfeeding by providing resear~h)-based 
information. Midwives respect and support the woman's informed decisio.nregarding 
infant feeding. 
. 
,. .. 
! : 
10. Midwives recognize and accept that loss may be a part of pregnancy and birth~ and in 
doing so support the woman and her family in dealing with any loss according to their 
individual needs, and make appropriate referrals when required. 
• 
'!' 
• 
• 
• 
• 
• 
• 
.. 
• 
I 
11. tv1idwives recogtlize that in situations where there are objections or conflicts of interest 
between women and themselves they w·ill assist the woman in finding another care 
provider (midwife or physician). 
12. 1Vfi3Wives may not refuse to attend a woman during labour, nor cease providing care 
during labour unless there are appropriately regulated health professionals present to 
provide the necessary care. 
. ,. . ~ ,. . 
' ,} f " t ·I • \~ ~ I • 
13. ·Midwives sli6tv: ~espe\.it to other professional or lay caregivers chosen by a woman to 
support her during pregnancy, labour, and the postpartum period. 
' . 
14. · ·:tvfidwives care for~ themselves and do not practise when their judgement is impaired by 
1 s·. 
16. 
1,., I • 
18. 
19. 
physieal~ot <social factors, e.g. tiredness, illness, misuse of alcohol or other drugs. 
'MidvJirVes·:share·their midv.:ifery knowledge by being preceptors, mentors and educators 
to students~ and by participating in peer review and research related activities. 
Midwives provide required vital statistics data required by law, and data required for the 
pro·iincial assessment of niidwifery. Midwives only provide data to sources approved by 
their provincial Association. 
rv1fdwives cooperate with government and voluntary agencies to determine wornen's 
need·s for ·nealth services and to promote equal access to health care resources for 
childbearing women. 
Midwives·: refuse to accept any gift, favour or hospitality which might be interpreted as a 
professional endorsement of a commercial product. Lilcewise, the midwife should not 
provide 'preferential treatment or consideration to the client on the basis of financial or 
other rewards. 
Midwives ensure that their professional status is not used to promote commercial 
prodtlct8 or services, declare any financial or other interests in relevant organisations 
providing such goods or services, and ensure that their professional judgement is not 
influenced by commercial considerations. 
20. Midwivcs ·wiii ·adhere to professional standards when prornoting the av~ilability ofth€·r 
; . 
servtccs~ · 
5 
21. Midwiyes will practise midwifery in accordance with Midwives Regulations and Policies 
of the Newfoundland and Labrador Midwives' Board. ,_._. 
{ .... 
.._! I!\~ ' 
·Dflcembe.r 2000 
Canadian Association of Midwives (CAM) General Telephone Meeting, Decer.nber 7, 
2000, from 2130 to 0000 (NF time). From Pearl Herbert 's notes. 
6 
All provinces and territories were represented with the exception of Ne-rN Btunswick, 
and Northwest Territories. Joyce England (PEl) gave a report from the Assess1nent s~rategies 
Inc. (ASI) who develop national examinations, both theoretical and clillical. 0He of their ·. 
customers is the Canadian Nurses Association. The cost of developing a11d testi11g an 
examination for validity, would be about $80,000. It was decided that the Midwifery 
Education programmes in Canada should be asked about having national examinatiom for both 
midwives from elsewhere and for beginning midwives applying to becor11e registered i11 a 
jurisdiction. . .. . 
Three position statements are being written regarding: Place of Births Midwives in . 
Partnership with Women, and The Role of the Midwife. 
A template has been devised for information regarding legislation, umlJer of practising 
midwives etc. as a guide for each Association to provide information for the \' eb site: 
www.canadianmidwives.org, and to assist the President when she is ·asked about midwifery in 
Canada. We are probably the only province/territory which has a "not applicable" for most 
questions as we have no midwives, practising as midwives, in this province Tht~re is a CAM 
discussion site on e-mail: canadianassociationofmidwives@egroups.com {Peart has problen1s . 
trying to get onto this through the MUN server). 
Midwives associations where there is legislation in effect are being asked to ~ontribute 
towards the cost of having a national association with an executive. CAM is changing the 
financial year from April to March, to a calendar year- January to December. Thi.3 v1ill help with 
the auditing of the accounts because in March auditors are busy with incom.e tax.. retllrns. All 
midwives associations pay a per midwife member (full member as designated by the association) 
amount. Therefore, the 2000 financial year will only be 9 months long. The $10 per full member 
is being raised on January 1, 2002, to $35 per year. 
The tentative plans for the 2001 annual general meeting is October 3 in_ Toronto, followed 
by a 2-day joint international conference organized by CAM and the Americon College of Nurse 
Midwives (ACNM), and then a 2-day Emergency Skills Workshop (ESW)) brJt .l ~day ifbeing 
renewed. A request was made for an ESW instructors session to be included. 
On the Canadian Perinatal Surveillance System (CPSS) report had been subtnitted. The 
Neonatal Resuscitation Program (NRP) organizers were disappointed that CA~..1 was not 
represented at the November launch in Montreal. With more money from incrc~.sed CAM 
member~hip fees it may be possible to have a regular delegated CAM midwife attend all the 
meetings, for which there is no funding available. The Society of Obstetricians and 
Gynaecologists of Canada (SOGC) requires 50 associate members in order to lla' e a 
representative appoir1ted to have a voice, not a vote, on Council. CAM never quite reaches the 
numb.er but has been told to make an application. 
· Ir1 Saskatchewan, a funded midwifery demonstration project will conL!lC~nce this coming 
summer, and a coordinator is being appointed. The Midwives Act will come into effect on the 
day that the project commences. 
The next CAM telephone meeting is Thursday, March 29, 2001. Let Pearl know of any 
issues to be raised at this time. 
An additional telephone meeting was held January 29, 2001, to furth.er discuss the 
international meeting being held in Toronto in October. Suggestions for speakers and sponsors 
are being sought. · · 
• • 
• 
• 
.. 
• 
• 
I 
• 
• 
• 
) 
Canadian Perinatal Surveillance System (CPSS) October 2000 meeting, at which Pearl 
Herbert represents Canadian Association of Midwives. (From Pearl's notes). 
Maternity Experiences Study Group 
7 
The Maternit'J Experiences Study Group meeting was held on the morning of October 4, 
2000. This Group heard that during the summer a proposal for conducting· the survey had been 
put out to tender by tl1e RFP - the route by which proposals for federal government tenders are 
sought. The survey questions were briefly reviewed. The word "delivery" had not been replaced 
by "birtl1'~· at> had.· been agreed at the previous meeting. The phrase "birthing unit" was queried as 
to what it actually means. A section regarding the baby's "hearing testing" had been added, but at 
present funding for audiology services varies from province to province. Also, a question about 
the rnotl1er' s· dental· care. had heen added. There is a shortage of good research showing if poor 
dental health affects pregnancy outcome. Research has been carried out by those who may have 
had another interest in dental care, and data were collected from a small number of subjects. (For 
this present survey women would not even be interviewed if the pregnancy outcome was very 
poor and they lost tl1eir baby). Inforn1ation regarding PRAMS can be viewed on the CDC 
website: http://www,.cdc.gov/nccdphp/drh The PRAMS surveillance reports are available at the 
website or by telephoning 770-488-5227. To find relevant articles "PRAMS" can also be entered 
into tl1e Medline-search box. 
The Steering Committee 
The Steering ~ommittee all day meeting was held on October 5, 2000. The members 
heard that as from J u.ly 1, 2000, there had been a reorganization of the Laboratory Centre for 
Disease Control (LCDC) because the old LCDC was becoming too big and covering too wide an 
area for one assistant minister (Dr. McMurtry from Western University) to oversee. Surveillance 
and r~1Jorting needed to be more aligned. The new structure has two main groups of: 
1. Health Protections Branch which includes a: Population and Public Health and b: Health 
Products and Food. 
2. Health Promotion and Programmes Branch which includes Health Environments Consumer 
Safety Branch (tobacco is in this Branch). 
This rearrangement is in accordance with the Social Union Framework Agreement (February 
1999 Minister's Conference) between federal and provincial governments. The aim is to let the 
rigl1t hand YJlow· what the left hand is doing. 
The Population and Public Health Branch consists of seven subdivisions covering health 
across the life-span. Reproductive and Child Health (surveillance and epidemiology) has Dr. 
Catherir.te McCourt as Director, and this division manages CPSS . 
The CPSS study groups gave their reports. The Maternity Experiences Study Grou.p is 
summarized above. 
The Fetal and Infant Health Study Group. This Group has been looking at linking the 
Department of Indian Affairs and Northern Development (DIAND) data with the birth-death 
linked file (BDLF) but are finding that it may take up to 6 years for DIAND data to be filed, and 
a baby who dies early 1nay not be registered for either birth or death. The Group is exploring 
working with Provincial Vital Statistics departments to obtain information. (DIAND information 
only includes First }Iations and so Inuit and Innu are some of those omitted). 
The Canadian Perinatal Health Report reaffirmed gestational age and birthweight groups 
for reporting infant mortality rates. Discrepancies in the reporting of severe neonatal morbidity is 
seen in data from Nova Scotia APDB as 18.1/1,000 and from CIHI as 10.3/1,000. This is being 
investigated. There would be advantages to having out of hospital births linked to the Canadian 
8 
Institute of Health Information (CIHI). There is a need for Health Card numbers to be on all birth 
and death certificates. (Up until the late 1960s/early 1970s when "Operation Surname" came into 
effect, all Inuit babies were given a "disc" number when their births were registered and this 
number was also recorded on the death registration. Even if people changed their na..'lles they 
could be linked with previous records). The Infant Mortality Rate is increasing in Saskatchewan. 
In some locations in the country there is a reluctance to call a medical termination after 20 weeks 
gestation a stillbirth or neonatal death, as it affects the data for that hospital. However, this does 
also affect data for the number of anomalies. 
The Maternal Health Study Group. This Group reported that they had been stu4ying t~e 
under-reporting of maternal deaths related to a pregnancy. Maternal Morbidity is not always . 
traceable. The study of244 uterine ruptures involving 76 hospitals will provide .information as 
also will the information validation study. 
The Abortions and Anomalies Study Group. A National Worksl1op in P~ylmer~ Quebec, 
had been held in May 2000. Participants were invited from every provin.ce and territory and 
approximately 35 attended to share information about their experiences with surveillance of 
congenital anomalies. (The Yukon and Nunavut Territories were not represented). The current 
issues surrounding neural tube defects {NTDs) and folic acid supplementation a.nd food 
fortification make it critical to have a system of surveillance for NTDs. This "ivorksh•Jp gave an 
opportunity for the participants to guide the appropriate expenditure for congerJt~J anomaly 
surveillance at the national level. Congenital anomalies, birth defects and congenital 
malformations are terms currently used to describe developmental disorders present at birth. 
The focus of all surveillance activities should be on prevention, not just on data 
collection. A copy of the Report of the National Workshop may be obtained by Fax: 613-941-
9927; E-mail: ID_Rusen@hc-sc.gc.ca . 
CIHI Report. A report was given by CIHI regarding the ongoing discussion between 
CIHI and CPSS regarding data collection and quality assurance regarding codes. Nizar Ladak, 
CIHI, was applauded when he reported that he had reconsidered the strong request to have 
breastfeeding initiation coded by CIHI, and now agrees to this being done. 
Perinatal and Birth Record. A CPSS record has been resurrected and there are various 
details which need to be adjusted. A committee was formed and there was a meeting in Ottawa 
on January 15, 2001, to consider these records further, including how they would be compatible 
with the CPSS indicators. 
Apparently, it is considered that by 2003 all Canadians will have a SMART card (which 
will mean that all hospitals, health centres, birth centres, and clinics will need the necessary 
machines to read these cards). 
Publications. Canadian Perinatal Health Report 2000, and Perinatal Health Indicators 
for Canada: A Resource Manual, are now available. Members were e-mailed to se~ if they 
wished to ha,,.e copies. If you did not receive the message and would like copies let Pearl know. 
Your Editor still has a few copies of a set of 3 books from Health Canada: Nutrition for a 
Healthy Pregnancy (2000), Nutrition for Healthy Term Infants (1998), The Vitality Approach. A 
Guide for Leaders (2000). If you would like a set, while supplies last, contact Pearl. 
• I 
I 
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• 
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Report of the Midwifery Mutual Recognition Agreement on Labour Mobility Meeting, 
Toronto, November 26-27, 2000. Pearl Herbert represented the NL Midwives Association. 
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1ne meeting was held at the spacious and comfortable Valhalla Inn, Toronto. At the July 
meeting Kay Matthe'NS had represented the NL Midwives Association as P~arl was in England 
(see ~he September·2000 Newsletter). In November Pearl represented the Association as Kay was 
overseas. Pearl also represented the Canadian Association of Midwives at this meeting. 
The meeting comn1enced on Sunday with a general introduction from those present, and 
Ann Grant, the facilitator, giving the rules for the meeting. Everyone around the table could 
participate but tl1e regulated jurisdictions (College of Midwives ofBC, Alberta Midwifery Health 
Disciplh1es Committee, College of Midwives of Manitoba, College of Midwives of Ontario, and 
Ordre des Sages-Fernmes du Quebec) had the last word. Midwives Associations from non-
regulated jurisdictions were represented (Midwives Association of Saskatchewan, Association of 
Nova Scotia Midwives, Prince Edward Island Midwives Association, Newfoundland and 
Labrador Mid\\"ives Association, Yukon Midwifery Planning Association), and from regulated 
jurisdictions (Midwives "~ssociation of Manitoba, Association of Ontario Midwives, 
Regroupement les Sages-Femmes du Quebec). There were no representatives from the Midwives 
Association ofBC; the Alberta Association of Midwives, Nunavut, New Brunswick, and the 
educational programmes in Ontario and Quebec. There was a midwife present from the 
Northwest Territories. 
Time \Vas spent going through the revised draft of the "Agreement on Mobility for 
Midwifery in Canada" from the previous meeting. The definitions and the principles were 
clarified. The Mutual Recognition Agreement (MRA) is being written in order to comply with 
our obligations under the Agreement on Internal Trade (AIT), Chapter 7 (Labour Mobility). The 
purpose of this MRA is to establish the conditions under which a midwife who is registered in 
one Canadian jurisdiction will have her [his] qualifications recognized in another Canadian 
jurisdiction which is a Party to this Agreement. Parties are the regulatory bodies which exercise 
authority delegated by law to regulate midwifery in Canada in their respective jurisdictions and 
are signatories to this agreement. (Signatories will include all Regulatory Bodies, and Midwives 
Associations, and Educational Programmes, but not individuals, who have been represented at 
these meetings). The MRA will provide Labour Mobility for existing practitioners who have 
been in a regulated jurisdiction for a year and have proof of good professional conduct, meet 
clinical experience requirements, competencies, and provide completed application forms and 
fees. Examples of items included in this document are: 
Clinical Experience to be completed during the previous five years (and may include experience 
obtained as a student of midwifery) are a minimum of 60 births attended, 30 of these as a 
midwife providing "continuity of care", and 40 of these as a primary midwife. Ten of the 40 to 
be out of hospital ru1d 10 of the 40 in hospital. [This provides an annual minimal average of 12 
births, 6 continuity of care, 8 as primary midwife and 2 out of hospital and 2 in hospital. 
Jurisdictions are also requiring registered midwives to complete portfolios]. 
Continuity of Care shall be deemed to have been provided to an individual woman and her 
newborn when one midwife, or student of midwifery, has attended a minimtlm of four antenatal 
visits, the labour and birth and three postnatal visits. 
The Primary Midwife who, in her [his] practice or as a part of her [his] education program, is the 
most responsible care provider for a woman during the intrapartum period. Such responsibility 
would normally include conducting the delivery of the newborn and managing the third stage of 
labour, unless there were clinical indications for transferring care to a physician. [Regulatory 
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jurisdictions only count 20% of those transferred to a physician whom the midwife assists at the 
birth or with other care, e.g. no more than 6 of the 30]. 
Exceptional Circumstances. Where the applicant meets all of the requirements with the exception 
of home/out of hospital/hospital experience due to provincial/territorial barriers which may be 
legislative, jurisdictional or administrative in nature, the applicant's clinical experience will be 
accepted under the MRA with the understanding that temporary conditions will be applied to 
address these requirements. [This does not include a midwife who does not have hospital 
privileges in one location but who could gain experience at another hospital within the 
province/territory; or cannot obtain home births in one location but may obtain them in another 
location in the province/territory; similarly with problems of continuity of care which may 
involve having to spend time in another location]. 
Competencies are the 19lowledge, skills and abilities required to practice as a midwife. A high 
level of commonality exists with respect to scope of practice and standards of mid\vifery practice 
in regulated jurisdictions in Canada. However, the midwife who applies to move to another 
jurisdiction may be required to meet additional competencies in the jurisdiction to which she is 
moving. For example, a midwife who moves from a jurisdiction that does not require 
certification for neonatal intubation will be required to obtain such certification in neonatal 
intubation. 
A time table was approved for the MRA to be reviewed, for the regulatory representatives 
to meet, for legal opinion feedback, for the Labour Mobility Coordinator Group (represented by 
two provincial coordinators at the meeting; from Alberta and from Quebec) to review. If needed 
there will be a further meeting/conference call in February. The document has to be completed 
by July 1, 2001. 
Other items discussed included that the Colleges will need to consider the experiences of 
midwives working in remote areas. Aboriginal midwives will practice under the 
provincial/territorial regulations. Proficiency in an official language was discussed. In Manitoba 
English is the required language, and the College of Midwives of Manitoba has an "English 
Language Midwifery Course" developed by the province. Midwifery legislation in Saskatchewan 
is expected to be funded and implemented before summer 2001. BC and Manitoba are 
developing Midwifery Education Programmes and students to be admitted in September 2001. 
The ill other of all Pregnancy Books: An all Canadian Guide to Conception, Birth and 
Everything in Between, by Ann Douglas. Published by CDG Books Canada. 
The Midwives Association has been given a complimentary copy of this book and if anyone 
wishes to look at it contact our Secretary. I note that this thick paperback is $24.99, but for orders 
of 10-24 there is a 25% discount off the retail price, and 25-49 books a 30% discount. 
"Ann Douglas covers the various stages of conception, pregnancy and birth in a highly thorough, 
yet accessible and candid manner .... A virtual one-stop shop for expectant parents. Unique and 
innovative, the book is packed with tools readers won' t find anywhere else. The other benefit is 
that all statistics, research and leading authorities are entirely Canadian, not British or American . 
. . . To assure medical and nutritional accuracy, the book was thoroughly reviewed by an 
obstetrician and a nutritionist". 
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Provincial Workshops. Pearl Herbert represented the Midwives Association at the information 
sharing event on children planned by the Policy and Program Planning Branch of the Department 
of Health and Community Services on October 30 and 31. The first day focused on the Health of 
Canada's Children: A Canadian Institute of Child Health Profile (3rd ed.). Dawn Walker, from 
the CICH in Ottawa, presented the profile and highlighted some of the statistical findings. The 
CICH does not carry out the research but does gather the findings and incorporate them into the 
book. There are also several Fact Sheets regarding some of the main topics in the book, and one 
for each province atld territory. (The Fact Sheets are on the CICH web page). In Newfoundland 
(L~d Labrador the figures show that this province, along with Saskatchewan, has the lowest 
amount of re~.rulated child care; there are the average number of low birth weight babies; teen 
pregnancy rate is one of the lowest; 5% of the population is aboriginal. Dawn's presentation was 
followed by son1e from government personnel who applied these figures further to this province. 
The birth rate ir1 ti1is province is starting to climb and in 1998 was 5015 and in 1999 was about 
5045. Young fmnilies are starting to move back to the province. Breastfeeding initiation rates 
were 33% in 1989 and had risen to 54% in 1999. There is a new document, not yet released, 
which has studied children 0-11, and will provide further statistics. 
The second day was an "Early Childhood Development Initiative Priority Setting 
Session". The Minister of Health, Mr. Roger Grimes, welcomed people and spoke of the $5 
million which the province will receive for programmes for young children. The money is 
allocated by the federal government according to the total population of the province, e.g. 
Ontario has the largest population and so gets about $100 million. Lynn Vivian-Book, Provincial 
Representative for the Federal/Provincial/Territorial Each Childhood Development Committee 
then gave an overview of the initiative. Then we were broken up into groups to discuss and 
provide suggestions of how this money should be prioritized. As nearly all groups which deal 
with children from 0 to 6 years of age were represented there was a wide range of suggestions, 
but those reported by each group were similar. Money for current programs which is continuous 
and does not have to be continually applied for, for Early Childhood Educators (who are paid a 
minimum wage), literacy programmes, were some of the themes. Our group did mention 
midwifery as the legislation will need some money to assist implementation. Beverley Clarke, 
Assistant Deputy Minister, who facilitated the programme gave a summary of what had been 
reported . 
I have a problem with 0 to 6 years because prenatal care is before birth, although it was 
said that this was automatically assumed to be part of the initiative. I think that this sho11ld start a 
year prior to birth so as to include the folic acid programme. There was constant reference to the 
Provincial Policy document compiled from presentations made around the province (at which 
Friends of Midwives and the Midwives Association made a presentation) but midwifery \Vas 
omitted in the reporting. Reference was made to other documents including Healthy Children 
(c1995), Health of Canadians (1996). 
Nursing Strategyfor Canada. (2000, October) prepared by the Advisory Committee on Health 
Human Resources (ACHHR) for the federal/provincial/territorial Ministers of Health, states in 
strategy #8: "Each provincial/territorial NAC or equivalent body develop a comprehensive 
strategy to determine what types of nursing human resources are required and for which practice 
settings ... and the skills and capacities of all types of nurses". This kind of information is what 
is needed regarding all practitioners who provide maternity care. 
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The Future of Maternity Care in Canada: Crisis and Opportunity, London, ON, November 
24 and 25, 2000. 
A report on the midwives listserve by Luba Lyons Richardson RM, Victoria, BC, Midwifery 
Group. "The conference was excellent. There were many family physicians, OB's and midwives 
from all over the country. Nursing was less represented as were paediatricians, but certainly 
present. Carol Cameron gave an excellent address from midwifery the first day and helped set the 
tone for a strong collaboration between all care providers over the two days. Her talk expressed 
that midwives want very much to be a part of the solution over the next 10-20 years. She also 
expressed our willingness to look at some expanded scope in rural areas, but the awareness that 
we want to hold on to our model, as it is what women have wanted from midwifery." 
Some of the things heard during this two-day conference by Pearl Herbert 
Although there are more physicians for the population as a whole, for 100,000 population 
there are only 5 obstetricians, 40% of obstetricians each attend 100 to 250 births per year. There 
are more female physicians under 45 than male physicians (363:33) but 300 are not involved in 
obstetrics (R. Liston). The legal risk is highest in Ontario where 1 :7 obstetricians and 
gynaecologists are sued compared to 1 :41 in Canada as a whole. The litigation cases increase 
when continuity of care is lacking. People think twice about suing someone they know. The 
majority of cases involve compromised babies, mostly when there were delays in recognizing a 
problem or in performing a delivery (D. Bell). . 
Midwives are autonomous primary care providers. They provide women with choices and 
continuity of care. More midwives are needed and in both British Columbia and Manitoba 
university programs will commence in September 2001. The collaborative programme provided 
by a consortium of three universities in Ontario commenced in September 1993, and the 
programme in Quebec commenced in September 1999. In Ontario it is projected that by 2020 
there will be 1,000 midwives providing care to 30% of women giving in birth. At present 40% of 
women have home births and this is not expected to change, and 60% of women receive a 
consultation with a physician. Manitoba is projecting that 125 midwives will be needed to 
provide care to about 60% of women giving birth (C. Cameron). 
In Britain there are 35,000 midwives who mainly staff the maternity unit, whereas in 
Canada the maternity units are staffed by nurses (L. Page). Canadian nurses are getting older and 
25% are over 50 years of age, fewer are entering the profession and women are taking early 
retirement. From 1989 to 1997 there was a decrease of 5% registered nurses, 15% licensed 
practical nurses, and 2% physicians. Students at schools, prior to Grade 10, need to be recruited 
to nursing. There are also Canadian schools of nursing where maternity nursing is no longer 
taught. Individual nurses lose 3 weeks (15.6 days) on average per year due to illness and 
disability, more than any other group (6.2 days per worker). The reasons being reported are 
higher levels of psychological demand, lower levels of decision authority, higher levels of 
physical demand, heavier work, lower levels of job satisfaction. In Canada, 96% of nurses are 
female, 51% work full time, 78% have a nursing diploma, 21% a baccalaureate degree, 1.5% a 
masters degree, and 0.1% a doctorate degree. (It was not stated how many have taken the CNA 
Perinatal certification examination which was recently introduced). It is difficult to obtain data 
regarding maternity nursing. Identifying the best agencies providing care, use data based on 
attitude towards childbirth and care provided (pride in having a low cesarean section rate, culture 
of birth as a normal physiological process), programme organization (strong team leadership, 
effective multidisciplinary teams, timely access to skilled professionals), knowledge and 
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information (evidence-based practice, continuous quality improvements, accessible and 
interactive database), and ability to change, adjust and monitor performance. Maternity care 
should consist of a multidisciplinary approach of professionals who practice in hospitals and 
outside hospitals, in rural and urban areas (B. Davies, University of Ottawa). 
13 
In Nova Scotia, in the days when 23% of births occurred in community hospitals with 
less than 100 births per year, these hospitals had the lowest perinatal morbidity and mortality 
rates in the province. There were similar findings for community hospitals in northern Ontario. In 
N·e\\i Zealand there were similar findings for both family physicians and midwives. It is not the 
high number of births that ensure good quality obstetrical care. The women who are high risk 
and babies expected to be less than 1500 g, should be transferred to large regional hospitals. Now 
with women in labour having to travel large distances to reach a hospital there are maternal and 
fetal mortality and morbidity occurring due to traffic accidents (J. Rourke). 
With graphs and tables it was shown that obstetricians are found mainly in tertiary care 
centres, family practice physicians in rural and small urban centres, and midwives in urban areas. 
[Dr. Carson, an obstetrician, is from Saskatchewan where there has been a delay in implementing 
midwifery legislation because funding is not at present available. Therefore, midwives have to 
practice where women can afford to pay them]. With maternity nursing no longer being taught 
in all schools of nursing, there is a lack of committed nurses wanting to work in labour and 
delivery units. Mandatory consultations are needed for both midwives and family practice 
physicians. More family practice physicians are needed in obstetrics, and obstetricians need to 
welcome them (G. Carson, D. Etches). 
Conclusion of this reporter is that this was a good, informative conference, where the 
various professions exchanged ideas, especially in the small discussion groups which met on 
both days. Now, we have to watch to see the outcomes for better maternity care in Canada. 
A WHONN New Position Statement: Inclusion of Maternal/Newborn Nursing Content in 
Schools of Nursing. 
A WHONN strongly supports inclusion of comprehensive maternal and newborn nursing 
content in basic education programs for entry into practice as a registered nurse. The association 
views this material as a major content area that is necessary for core entry-level competency. 
Thorough preparation should include the study of current nursing theories and practices related 
to care of women throughout the maternity cycle, as well as care of their newborns and families. 
Didactic content and clinical rotations should be mandatory and should be taught by faculty both 
academically qualified and clinically experienced in maternal/newborn nursing. Maintaining a 
strong focus on maternal/newborn nursing education will facilitate obstetrical and neonatal 
nursing excellence when combined with continued professional development. 
Women of childbearing age, pregnant women, nursing mothers, and newborns routinely 
require nursing care in venues outside of maternal/newborn specific areas. 
Such settings include emergency rooms, medical-surgical units, psychiatric care 
environments, operating rooms, and public health facilities. The nurse must always be aware of 
the implications that diseases, traumas, medications, and other medical-surgical management can 
have on women of childbearing age, pregnant women, and nursing mothers, as well as the 
implications of any interventions on the health of a fetus or newborn. Therefore, all nurses need 
adequate preparation in maternal/newborn nursing to properly assess and manage patients with 
respect to women' s reproductive health and newborns' developmental needs. 
(Statement can be found in its entirety on the A WHONN homepage at: http://www.awhonn.org 
New 2000 Position Statements Approved by the Board) (AWHONN News, Fall2000, p. 2). 
Male Circumcision and the Risk of HIV Infection International Planned Parenthood 
Federation Medical Bulletin, 34(6), 3. A summary from the International Medical A~visory 
Panel (IMAP) meeting, October 5-6, 2000, London, UK .. 
"In 1999 the IMAP was asked to discuss the question of whether male circumcision 
might reduce the risk ofHIV infection for men and whether Family Planning Associations 
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(FP As) should offer circumcision as part of their reproductive health services. At that time, 
IMAP acknowledged the research that suggested a possible benefit of circumcision but the Panel 
commented that there was insufficient evidence to justify routine circumcision as a way to 
prevent HIV transmission. The Panel therefore recommended that FP As should not provide the 
procedure routinely. 
Research on the association between male circumcision and HIV infection has continued 
and several international organisations have met to discuss the data and explore the 
programmatic implication. IMAP reviewed this issue against at its October 2000 meeting. 
There is now considerable evidence that male circumcision reduces the risk of HIV 
acquisition when the risk ofHIV transmission is high. Whether the level of protection is 
sufficient for recommendation of male circumcision as a public health intervention against the 
spread of HIV infection remains unclear. Circumcision alone will not give sufficient protection 
for the individuals who are otherwise at risk of acquiring HIV infection. There are still many 
unknowns, including the benefits for low-risk men and the effect of age at circumcision on the 
possible protective effect. The potential implications of unsafe circumcision procedures, the cost 
and the possible detrimental effect on condom use are considerable. It is not possible to predict 
whether the promotion of circumcision will reduce the prevalence ofHIV. Therefore, IMAP 
considers it premature to recommend circumcision in communities where it is not already 
practised (usually for cultural or religious reasons). However, FPAs should be prepared to 
provide information to allow individuals to make informed choices, and education to emphasise 
that circumcision should not be regarded as an alternative to other HIV/STD prevention 
strategies. Promotion of safer sexual behaviour, including consistent and correct condom use, 
should be maintained as the main strategy against HIV." 
Other topics discussed at this October 2000 meeting were: IMAP statement on contraception and 
STI/HIV protection for adolescents; Microbicides; Female condoms; Male hormonal 
contraception; Non-prescription distribution of progestogen-only emergency contraception pills. 
The Bill and Melinda Gates Foundation has approved a grant of$8,865,000 for strengthening the 
quality of reproductive health care throughout IPPF over a period of five years. The three 
components are: A system of quality-of-care accreditation of FP As; Improving the quality and 
availability of medical and technical information; Improving the medical and technical training 
for providers of care with the aim of enhancing their attitudes, motivation, knowledge and skills. 
Each year FP As deliver reproductive health services at more than 25 million individual visits to 
7,829 clinic outlets in over 170 countries, equaling 70 thousand visits each day of the year. IPPF 
also provides education and services through non-clinical approaches. In 1992 IPPF developed 
the charter Rights of the Client, and later Needs of the Service Providers. These two charters form 
the basis of programme activities. The Gates grant will be mainly directed to empower service 
providers. 
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Have You Read? 
Midwifery 
Biro, M.A., Waldenstrom, U., & Pannifex, J. H. (2000). Team midwifery care in a 
tertiary level obstetric service: A randomized controlled trial. Birth. Issues in perinatal care, 
27(3), 168-173. 
D' Amore, L. (2000). Introduction to midwifery vs. Introduction to clinical skills. AOM 
Journal, 6(3), 14. 
Farquhar, M., Camilleri-Ferrante, C., & Todd, C. (2000). Professional development: 
Continuity of care in maternity services: Women's views of one team midwifery scheme. 
MIDIRS Midwifery Digest, 10(3), 285-295. [Also in Midwifery, 16(1), 35-47]. 
Hillan, E., McGuire, M., Reid, L., & Purton, P. (2000). Woman-centred care: A 
midwifery perspective. RCM Midwives Journal, 3(12), 376-379. 
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Kaufman, K. (2000). Commentary: Have we yet learned about the effects of continuity of 
midwifery care? Birth. Issues in perinatal care, 27(3), 174-176. 
Wagner, V. van. (2000). Reflections on continuity: Britain and Canada. AOM Journal, 
6(3), 29-32. 
Waldenstrom, U., Brown, S., McLachlan, H., Forster, D., & Brennecke, S. (2000). Does 
team midwife care increase satisfaction with antenatal, intrapartum, and postpartum care? A 
randomized controlled trial. Birth. Issues in perinatal care, 2 7(3 ), 156-167. 
Warwick, C. (2000). The 2"d Zepherina Veitch memorial lecture. RCM Midwives Journal, 
3(8), 244-24 7. 
Wickham, S. (2000). Evidence-informed midwifery. MID IRS Midwifery Digest, 1 0(2), 
149-154. 
Nursing 
Bell, M., Deans, M., & Bowen, D. (2000). Preparing for expanded roles. Canadian 
Nurse, 96(6), 33-34. 
CNA Perinatal Nursing Certification. (2000, October). Canadian Connection, Newsletter 
of A WHONN Canada, 17, 10. [Many Canadian university nursing programs recognize CNA 
certification for university credit. Currently, the list of institutions now stands at 18. Check these 
out yourself at: http://www.cna-nurses.ca/pages/certification/certification_frame.html ]. 
Fletcher, M. (2000). Scope of practice. Nursing role could expand in neonatal care. 
Canadian Nurse, 96( 6), 11. 
National Nursing Strategy for Canada: Government released major initiatives on nursing. 
(2000, October). Canadian Connection, Newsletter of AWHONNCanada, 17, 14-15. [Federal, 
Provincial and Territorial Ministers of Health released the National Nursing Strategy for Canada 
report at a meeting in Winnipeg on October 4, 2000. The report identified nation-wide strategies 
to achieve and maintain an adequate supply of nursing personnel who are appropriately educated, 
distributed and deployed to meet the health needs of Canadians. The 11 strategies may be viewed 
on http://www .hc-sc. gc.ca/ english/nursing/index.htm 
New member benefit for computers. (2000). Canadian Nurse, 96(8), CNA Today, 10(3),3 
Singh, N ., Singh, P. N ., & Hershman, J. M. (2000). Effect of calcium carbonate on the 
absorption oflevothyroxine. JAMA, 283(21), 2822-2825. [Available on www.jama.com] 
Thurston, N. E., Tanguay, S.M., & Fraser, K. L. (2000). Sleep and shiftwork !.Canadian 
Nurse, 96(9), 35-36. 
Thurston, N. E., Tanguay, S. M., & Fraser, K. L. (2000). Sleep and shiftwork 2. 
Canadian Nurse, 96(10), 
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Pregnancy 
Birkett et al. (2000, November). Safe food 2000 quiz. Nutrition Action Healthletter, 
27(9), 10-13. [Among those who are especially vulnerable to food poisoning are pregnant 
women. Pregnant women undergo changes in their immune systems that can leave them, and 
their fetuses, with a lessened ability to fight off infection. People who are taking antibiotics may 
have a temporarily weakened ability to deal with bacteria and other micro-organisms. Foods 
which are more likely to contain dangerous bugs are rare meats, raw eggs or foods made with 
raw eggs, raw shellfish, soft cheeses, sprouts, unpasteurized milk and products such as juices, 
cold ready-to-eat seafood and meats. Most microbes will not grow if the temperature in the 
refrigerator is kept below 40F. The only way to tell is to use a refrigerator thermometer. Listeria 
is an exception. Pre-cooked meats can become contaminated with Listeria after they have been 
cooked at the plant, so adults and children should always boil or steam weiners. As Listeria can 
cause a spontaneous abortion pregnant women should avoid eating bologna or other cold cuts 
unless they have been heated until they start to steam, and then they can be cooled and eaten. In 
this issue of the newsletter is an article about pop becoming the drink which Canadians favour 
above beer, fruit juices, milk and tea (pp. 7 -9). Greek food in Greece may be healthy but in North 
America the ingredients are different and result in many calories, excess sodium, and saturated 
(including trans) fats. "A few dishes, like chicken, lamb, or pork souvlaki, are as healthy as the 
healthiest meals at Italian, Chinese or typical family restaurants. Others make you wonder 
whether 'Greece' should be spelled 'Grease'. A gyro or an order ofmoussaka" are amongst the 
worst foods (p. 3)]. 
Bonin, B. (2000). Hydration and preterm labour. What is the best practice? Perinatal 
Partnership Program of Eastern & Southeastern Ontario (PPPESO) Newsletter, 17(3), 4. 
[Preterm birth complicates 9 to 10% of all pregnancies and accounts for the majority of perinatal 
deaths in normal newborns. For years practitioners have been administering a fast fluid bolus to 
stop uterine activity. The authors of a critical review of the literature published in the Journal of 
Perinatology, 16(5), 385-389, found the same results with bedrest or with tocolytics. There is no 
published evidence that pregnancies have been prolonged through the use of hydration. There is a 
concern that many of the women initially receiving intravenous hydration will go on to receive 
tocolytic drugs, resulting in the risk of pulmonary edema. Therefore, IV hydration using fluid 
boluses in the treatment of preterm labour is not recommended and is potentially hazardous if 
followed by tocolytic therapy.] 
Clapp, R. (2000). Dioxin for dinner? Nutrition Action Healthletter, 27(8), 3-7. 
[Dioxin is a complicated family of75 chemicals, including dioxins, furans and PCBs. (Dioxins 
have two benzene rings joined by two oxygen atoms. Furan has two benzene rings joined by one 
oxygen atom, and PCBs have two benzene rings which are joined without any oxygen atoms). 
One of the worst dioxins is 2,3,7,8-tetrachlorodibenzo-p-dioxin (TCDD). The molecule binds 
particularly strongly to intracellular receptors in the nuclei of animals and human cells. Burning 
PCBs produces furans, which are more toxic than PCBs. Two big sources which produce dioxins 
and furans are municipal waste incinerators and hospital incinerators. Another source, which has 
mainly been stopped, is the use of free chlorine to bleach wood pulp to make paper white, which 
results in dioxin being released into the waste water. Standards for sources such as residential 
wood burning, and methods used for producing steel, should be completed next year. 
Particles of dioxin released into the air, settle on the grass which is eaten by cows. The 
dioxin accumulates in the fat and is eaten by humans when they eat meat or dairy produce. 
Dioxin in the rivers is ingested by fish and shellfish. Pregnant women are advised not to eat the 
green stuff, "tomalley" which is actually a combined liver and pancreas, in lobsters because it 
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may be high in dioxin. In an ongoing study, PCBs appear to lower IQ or cause developmental 
delays in the children of women who ate large quantities ofPCB-tainted fish during pregnancy. 
Tuna and pollock which live in open marine waters have lower levels of dioxin. Rockfish, striped 
bass, snapper, and redfish may have more dioxin because they often breed in estuaries when 
contaminated fresh water reaches the sea. 
When weight is lost, fat is lost and along with this dioxins are lost. Dioxins are also 
concentrated in breastmilk, so the breastfeeding woman loses dioxins. As the baby is small the 
intake dioxin dose per pound of body weight is quite high. The benefits ofbreastfeeding still 
outweigh the risk of dioxin, and as dioxins are in cows milk babies will be given dioxins 
however they are fed. 
Dioxin is a known carcinogen, but not as bad as smoking, and TCDD is the most potent 
animal carcinogen. It causes tumours in both genders of every species and every strain of animal 
that has been tested. Dioxins seem to impair the development of the human reproductive system . 
In Italy in 1976 there was an explosion at a chemical plant making pesticides, and since then 
fewer male babies have been born (usually 51% males to 49% females but now 44% males to 
56% females, and for those who were boys at that time they have produced only 38% males). 
Dioxins lower testosterone levels in men, and in animals they have been found to decrease 
testicular size and sperm production. In North America dioxin was the most worrisome 
contaminant at Saint-Basile-le-Grand, Quebec, and Love Canal, New York State. Studies on 
Vietnam veterans exposed to Agent Orange suggest that their children have an increased risk of 
spina bifida, and so a veteran is compensated ifhe has a child born with spina bifida. Dioxins 
also affect the immune system causing both overreaction such as allergies, and under reaction. 
People with higher dioxin levels, within the normal range, have been found to be at a higher risk 
of developing diabetes than those with lower dioxin levels. Higher levels of PCBs have been 
found in infertile women with endometriosis than in infertile women without it, but this evidence 
is not clear as the study was small. 
To cut down on ingesting dioxin it is advised that leaner cuts of meat and poultry be 
bought, fat and skin be trimmed, and fat-free or low-fat milk, cheese, yogurt and ice cream be 
consumed. Egg white, or egg substitutes made out of egg white, have less dioxin. However, it is 
what a person ate that has built up the dioxin level in their body, but what is now known can be 
of benefit to children by giving them a diet with fewer dioxins]. 
Closing the Gap: 0.4 mg of Prevention, 26 minute documentary video about folic acid 
and neural tube defects. Made by Curzon Village production with MUN input. Cost $53.00 
including taxes and shipping, from 474 Newfoundland Drive, St. John's, NF, AlA 4E3 (Fax: 
709-579-4396; E-mail: shalfyard@thezone.net ). 
Edwins, J. (2000). From a different planet: Women who choose to continue their 
pregnancy after a diagnosis of Down's syndrome. MIDIRS, 10(3), 323-326. [Reprinted from 
Practising Midwife, 3(4), 21-24]. 
Hodnett, E. D. (2000). Selected Cochrane systematic review. Caregiver support for 
women during childbirth. Birth. Issues in perinatal care, 27(3), 217. 
King, W., & Dodds, L. (2000). Environment and pregnancy project. Perinatal 
Partnership Program of Eastern & Southeastern Ontario (PPPESO) Newsletter, 17(3), 2. [A 
research study examining risk factors for stillbirths is continuing in Eastern Ontario and Nova 
Scotia. In Canada, stillbirths occur at a rate of approximately 5 to 6 per 1000 births. Although 
very little is known about the risk factors that contribute to stillbirths, some recent studies have 
implicated water chlorination by-products as a potential cause. There is widespread use of 
chlorine as a primary disinfectant of public water supplies, and a large number of women are 
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potentially exposed to chlorination by-products. Women in Eastern Ontario and Nova Scotia who 
had a stillborn infant (cases) will be compared to a random sample of women who recently had a 
live birth (control) with respect to their exposure to chlorination by-products and other factors. 
Determining a woman's exposure is done through an interview and by testing water from her 
home to measure the level of chlorination by-products. The researchers plan to include about 400 
women from Eastern Ontario and 250 women from Nova Scotia.] 
Mourad et al. (2000, May). Appendicitis in pregnancy: New information that contradicts 
long-held clinical beliefs. American Journal of Obstetrics and Gynecology, , 1027-1029. 
Sanders, J. (2000). Let's start at the very beginning. Women's comments on early 
pregnancy care. MID IRS Midwifery Digest, 1 0(2), 169-173. 
West, C., Palmer, L., & Tier, T. (2000). High-risk antepartum patients. No place like 
home. Canadian Nurse, 96(9), 32-34. 
Young et al. (2000, May). Gestational diabetes screening in subsequent pregnancies of 
previously healthy patients. American journal of Obstetrics and Gynecology, , 1024-1026. 
Fetus 
Frontiers in Fetal Health: A Global perspective. Available at http://www.sick-
kids.on.ca/FrontiersinFetalHealth or from Anne L. Pastuszak PhD, Director, The Fetal Centre, 
Hospital for Sick Children, Toronto, Ontario. 
Radziunas, I. (2000, October). Fetal oxygen saturation monitoring during labour and 
birth: Another piece of the puzzle. Canadian Connection, Newsletter of A WHONN Canada, 17, 
15-16. 
Smith, G. (2000). Antenatal corticosteroids: Is more better? Lancet, 355(9200), 251-252. 
[Corticosteroids are used to accelerate lung maturation. There is no good evidence to support an 
advantage of multiple versus single antenatal corticosteroids (ACS). Fetal exposure to ACS may 
have long-term adverse consequences for childhood and adult development. In animal studies, 
although there was an improvement in neonatal respiratory function, there was a dose response 
decrease in placental weight and in neonatal lung, brain, and overall body weight that persisted 
into adulthood. There was a delay in central nervous system myelination. In an Australian study 
of humans multiple courses of ACS appeared to reduce sex and gestational age-corrected fetal 
growth rates and head circumference measurements. No survival benefit could be demonstrated. 
In fact, there was a significant increased risk of lower birth weight, neonatal death, and early 
neonatal adrenal suppression. The NIH held a conference and recommends that ACS treatment 
regimens should not be routinely used and should be reserved only for patients enrolled in one of 
the large multinational randomized controlled trials currently in progress.] 
Birth 
Bonar et al. (2000, May). The effect of obstetric resident gender on forceps delivery rate. 
American Journal of Obstetrics and Gynecology, 1050-1051. 
Collins, M., & MacDonald, V. (2000). Managing postoperative pain at home. Canadian 
Nurse, 96(7), 26-29. 
Garland, D., & Jones, K. (2000). Waterbirth. Supporting practice with clinical audit. 
MIDIRS Midwifery Digest, 10(3), 333-336. 
Greenhalgh, R., Slade, P., & Spiby, H. (2000). Fathers' coping style, antenatal 
preparation, and experiences of labor and the postpartum. Birth. Issues in perinatal care, 27(3), 
177-188. 
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Goer, H. (2000). Misoprostol and uterine rupture [Letter]. Birth. Issues in perinatal care, 
27(3), 224-225. [Although misoprostol is cheaper than prostaglandin E2 it has more uterine 
ruptures. "Until reassuring studies are available, misoprostol is not recommended for cervical 
ripening in patients who have had prior cesarean delivery or major uterine surgery .... The 
ruptures were not associated with uterine hyperstimulation and were remote from the 
administration ofmisoprostol. One study's authors speculated that misoprostol may be softening 
the collagen of the scar". Ruptures have also occurred in women with no previous uterine 
surgery]. 
Health Canada. Canadian Perinatal Surveillance System. (2000). Canadian perinatal 
health report. 2000. (Catalogue number: H49-142/2000E). Ottawa: Minister of Public Works 
and Government Services Canada. 
Hodnett, E. D. (2000). Selected Cochrane systematic review. Continuity of caregivers for 
care during pregnancy and childbirth. Birth. Issues in perinatal care, 27(3), 218 . 
Newton, E. R. (2000). Epidural analgesia, intrapartum fever, and neonatal outcomes. 
Birth. Issues in perinatal care, 27(3), 206-208. (Commentary on Lieberman et al. (2000), 
Intrapartum maternal fever and neonatal outcome. Pediatrics, 105, 8-13). 
Salmon, D. (2000). Professional development: A feminist analysis of women's 
experiences of perineal trauma in the immediate post-delivery period. MIDIRS Midwifery Digest, 
1 0(2), 219-226. 
Smith, G. C. S. (2000, June). A population study ofbirthweight and the risk of caesarean 
section: Scotland 1980-1996. British Journal of Obstetrics and Gynaecology, , 7 40-7 44. 
Breastfeeding 
Howard et al. (2000). Office prenatal formula advertising and its effect on breastfeeding 
patterns. MIDIRS Midwifery Digest, 10(3), 367-368. [Reprinted from Obstetrics & Gynecology, 
95(2), 296-303]. [Exposure to formula promotion materials increased significantly breastfeeding 
cessation in the first 2 weeks]. 
Kaufman, T. (2000). Barriers to breastfeeding conference report. RCM Midwives Journal, 
3(8), 252-253. 
Kaufman, T. (2000). HIV and infant feeding: New issues, new challenges. RCM 
Midwives Journal, 3(12), 369. 
Valaitis, R., Hesch, R., Passarelli, C., Sheehan, D., & Sinton, J. (2000). A systematic 
review of the relationship between breastfeeding and early childhood caries. Canadian Journal 
of Public Health, 91 ( 6), 411-417 . 
Weinberg, G. A. (2000). The dilemma of postnatal mother-to-child transmission ofHIV: 
To breastfeed or not? Birth. Issues in perinatal care, 27(3), 199-205. 
Willows, N. D., Dewailly, E., & Gray-Donald, K. (2000). Anemia and iron status in Inuit 
infants from northern Quebec. Canadian Journal of Public Health, 91(6), 407-410. 
Wong, W. (2000). Advancingbreastfeeding. Canadian Nurse, 96(7), 10-11. 
Children 
Canadian Public Health Association. (2000). Building a Healthy Future. Health 
Resources Centre, CPHA, 400-1565 Carling Avenue, Ottawa, ON, K1Z 8R1. [This report is 
based on the September 1999 Ministers of Health from Canada's federal, provincial and 
territorial governments report Towards a Healthy Future: Second Report on the Health of 
Canadians which can be obtained from the web site http://www.hc-sc.gc.ca] 
Canadian Institute of Child Health. (2000). The Health of Canada 's Children: A CICH 
Profile (3rd ed.). Ottawa: Author. 
Government of Newfoundland and Labrador. Department of Health and Community 
Services. (2000). Summary report. Early childhood development priority-setting session. 
Meeting in St. John's, October 31, 2000. St. John's, NF: Author. 
Harkin, H. (2000). Evidence based ear care. Primary Health Care, 1 0(8), 25-30. 
McCarthy, H. (2000). Childhood immunization. Continuing professional development. 
Primary health Care, 10(10), 41-48. 
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Nursing appointment. Breaking new ground in pediatric research. (2000).Canadian 
Nurse, 96(6), 12. [Bonnie Stevens is the inaugural holder of the Signy Hildur Eaton chair in 
pediatric research. This is the first research chair in Canada to concentrate specifically on nursing 
research in infants and children. Bonnie spoke at our 1998 workshop]. 
Other 
College of Family Physicians of Canada. (2000, October). Primary Care and Family 
Medicine in Canada. A Prescription for Renewal: A Position Paper. Mississauga: Author (May 
be obtained by telephoning 1-800-387-6197, web site http://www.cfpc.ca). [Deals with creating a 
model of family practice network. Nurse practitioners practice nursing, not medicine. Midwives 
are only mentioned on page 10]. 
Hills, M. (2000). Human science research in public health: The contribution and 
assessment of a qualitative approach. Canadian Journal of Public Health, 91(6), 1-4-1-7. 
[Review guidelines for qualitative research papers submitted for consideration to the Canadian 
Journal of Public Health 1-2]. 
Kibble, K. (2000). Rationing in healthcare is inevitable. Primary Health Care, 1 0(7), 19-
23. 
The Alpha Form: Assessing Antenatal Psychosocial Health. (1997). Editor: Deana 
Midmer. From: The Alpha Group, Department of Family and Community Medicine, 620 
University Avenue, 8th Floor, Toronto, ON, M5G 2C 1 E-mail: deana.midmer@utoronto.ca 
Health Programs, Aurora College, Yellowknife Campus. The Board of Governors in June 
2000 endorsed the recommendation that Health programs, at Aurora College (Yell ow knife 
Campus) partner with the School of Nursing, University of Victoria to bring the BScN degree 
program to the Northwest Territories. It is anticipated that the post-diploma program will be 
available to practising Registered Nurses in September 2001. 
In the Spring of2000, Aurora College and the Department of Health and Social Services 
agreed to partner with the Centre for Nursing Studies in St. John's, Newfoundland, to bring a 
Nurse Practitioner program to the NWT. It is expected that the NP program will be available to 
practising RNs in September 2001 . 
To assist the faculty at Aurora College in planning and developing the BScN and NP 
programs they need to hear from "potential" students and identify the best way to meet their 
learning needs. 
Contact: Pertice Moffitt (Telephone: 867-920-3062) for the Nurse Practitioner Program, or 
Pamela Seitz (867-920-6954) for the BScN program. Bag Service 9700, Yellowknife, NT, X1A 
2R3 (Fax: 867-873-0358 ) 
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Conferences As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
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January 19, 2001. Launching ofhttp://www.womenshealthmatters.ca. A new online childbirth 
and pregnancy resource. Sunnybrook and Women's College Health Sciences Centre and The 
Centre for Research in Women's Health will add a pregnancy and childbirth centre to provide 
consumers with the latest information, news and research findings. A French-language version is 
being prepared. 
March 1-2,2001. "RCN Primary Health Care Conference and Exhibition", York, UK. Topics 
include: teenage pregnancy, breastfeeding, clinical governance, cultural diversity, etc . 
Cost: RCN members £150/non-members £200. 
Contact: Isabel Gwyther, Assistant Conference and Events Manager, Royal College of Nursing, 
20 Cavendish Square, London, England, W1M OAB (E-mail: primaryhealthcare@rcn.org.uk ). 
April 3, 2001. Research in Midwifery Conference, Birmingham, UK. 
Topics: primary research, discussion of methodological issues, the completion of a systematic 
review of the literature on a chosen topic, the implementation and evaluation of research based 
change in practice, developing and implementing research and development strategies in Trusts 
Contact: Sue Cammerloher, Conference Administrator, 26 Moorside, Yatton, Bristol BS49 164 
(Telephone and fax: 011-44-1934-832-164) 
April4-7, 2001. "Triennial International Nursing Research Conference. To Boldly Go ... ", 
Glasgow, Scotland. Pre-conference seminars on April 3. Topics include: postnatal care, mothers 
and babies, education, pain management, mental health, primary care, public health, etc. 
Contact: Kathryn Clark, Assistant Conference Manager, Royal College ofNursing,20 Cavendish 
Square, London, England, WIG ORN (E-mail: kathryn.clark@rcn.org.uk Web site: 
http://www .man.ac. uk/rcn/research200 1 ) . 
April6-7, 2001. "Achieving Perinatal Health and Wellness: Caring, Competency, and 
Collaboration", 23rd Annual IWK Grace Perinatal Conference, Halifax. Exploring evidence-
based approaches and clinical "hot topics" associated with perinatal health and wellness, 
identifying strategies utilized in achieving perinatal health and wellness, sharing research 
findings and current clinical practices. 
Contact: Ema Snelgrove-Clarke, Nursing Research Associate, Dept. of Nursing Research, IWK 
Grace Health Centre, 5850/5980 University Avenue, Halifax, NS, B3J 3G9 (Fax: 902-428-8227; 
e-mail: esnelgroveclark@iwkgrace.ns.ca) 
April27-28, 2001. "Challenges in Nursing Education", ARCAUSN Annual Conference, St. 
John's. Keynote speaker: Dr. Katharyn May, UBC, CAUSN president. 
Contact: Judy Blakeley, Associate Professor, School ofNursing, Memorial University of 
Newfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037; E-mail: 
jblakeley@morgan.ucs.mun.ca) 
April28-30, 2001. "Caring is our Bottom Line", The Catholic Health Association of Canada's 
Annual National Convention, St. John's. 
Contact: Sylvie Deliencourt (telephone: 613-731-7148; e-mail: sdeliencourt@cyberus.ca) 
May 4-5, 2001. "Current Issues in Perinatal Care", annual PPPESO conference, Ottawa. 
Highlights include neonatal transport, clinical updates, postpartum depression, perinatal 
infections. 
Contact: Robin Vandekleut, PPPESO, 401 Smyth Road, Ottawa, ON, K1H 8L1 (Telephone: 
613-738-3287; Fax: 613-738-3633; E-mail: rvandekleut@pppeso.on.ca) 
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May 24-25, 2001. "Breastfeeding Now. Nurturing Opportunities for Wellness", Canada's 
National Breastfeeding Conference, Moncton, NB. Organized by the Breastfeeding Committee 
for Canada, New Brunswick Breastfeeding Advisory Committee, New Brunswick Dept. Of 
Health & W ellness. Of interest to all health disciplines and sectors. Speakers include: Jack 
Newman, Ted Greiner, Katherine Dettwyler, Micheline Beaudry, Lise Montagne, Chris Hafner-
Eaton. 
Abstract: By February 15, 2001. 
Contact: Donna Brown at darrel@nbnet.nb.ca or Danielle Gilbert at danielle.gilbert@gnb.ca 
(Telephone: 1-800-701-7788). 
June 4-6, 2001. "Health Human Resources Remuneration", 2001 National Healthcare Leadership 
Conference and Exhibition, Winnipeg. Audience of CEOs, Managers, Consultants, Policy 
Researchers, Health Ministry Staff .. 
Contact: Conference Secretariat, 17 York Street, Ottawa, ON, K1 N 9J6 (Fax: 613-241-5055; E-
mail: cparsons@cha.ca Web site: http://www.cchse.org/leadership) 
June 8-9,2001. "Fifth International Conference on the Regulation ofNursing and Midwifery". 
Copenhagen. 
Contact: Ms. Randi Gjerding, Nurse Consultant, National Board of Health, Amaliegade 13, 
Postboks 2020, DK 01012, Copenhagen K, Denmark. (Fax: 011-45-3393-1636) 
June 10-13, 2001. "2001: A Nursing Odyssey", A WHONN 2001 Convention, Charlotte, NC. 
Cost: Before May 11 $315 for members, $415 for nonmembers/ after May 12 $3 65 for members, 
$465 for nonmembers. 
Contact: Denise Savage, A WHONN 2001 Convention, 2000 L St., NW, Suite 740, Washington, 
DC 20036 (Telephone: 1-800-673-8499, ext. 2428; E-mail: denises@awhonn.org; Web site: 
http://www.awhonn.org) 
June 10-15, 2001. "International Council ofNurses Quadrennial Congress", Copenhagen, 
Denmark. 
Contact: Ms. Randi Gjerding, Nurse Consultant, National Board of Health, Amaliegade 13, 
Postboks 2020, DK 01012, Copenhagen K, Denmark. (Fax: 011-45-3393-1636; Web site: 
http://www.icn.ch/Congress2001.htm) 
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June 11-12, 2001. "Nurse Practitioner Conference", St. John's. Target audience includes nurse 
practitioners, clinical nurse specialists, clinical nurse associates, all interested registered nurses. 
Contact: Centre for Nursing Studies, Southcott Hall, Forest Road, St. John's. (Telephone: 777-
8160; E-mail: dwaterman@cns.nf.ca ). 
June 13-14, 2001. "Advances in Labour and Risk Management (ALARM) course", St. John's. 
Contact: SOGC (Telephone: 1-800-561-2415). 
October 4-5, 2001. Clinical conference presented jointly by Canadian Association of Midwives 
and American College of Nurse-Midwives, in Toronto. Followed by: 5-6 AOM Emergency 
Skills Workshop. 7-8 ACNM directors and educators conference. Preceded on 3 by CAM annual 
general meeting. 
Contact: CAM, c/o 789 Don Mills Road, Suite 201, Toronto, ON, M3C 1 T5 (web site: 
www.canadianmidwives.org) 
October 11-13,2001. "Scaling New Heights in Perinatal and Women's Health", A WHONN 
Canada conference, Vancouver. 
Contact: Marion Clauson (E-mail: clauson@nursing.ubc.ca, telephone: 604-822-7470 ), Lily 
Lee (E-mail: llee@direct.ca, telephone: 604-520-4412) 
October 18-22,2001. "Birth Renaissance- Renaissance de Naissance" Midwifery Today 
International Conference, Paris, France. (Official languages: French and English). Speakers 
include Dr. Michel Odent, Ina May Gaskin, Dr. Marsden Wagner, Jan Tritten, and others. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402 (Telephone 1-800-743-0974; E-
mail: inquiries@midwiferytoday.com). Complete information will be on the web site at 
http://www .midwiferytoday. com 
2002 
April14-18, 2002. "Midwives and Women Together for the Family of the World", ICM 26th 
Triennial Congress, Vienna, Austria. 
Abstract: May 30, 2001. Full text: November 15, 2001. 
Cost: Before October 31, 2001, EUR 370.00/After October 31, EUR 440.00 
Contact: Congress Office Midwives 2002, c/o Wiener Medizinische Akademie, Alser Stra13e 4, 
A-1090 Wien, Austria (Fax: 011-43-1-407-8274; E-mail: midwives@medacad.org Web site: 
http://www.icm-congress.com) 
Snippets from the UK News (Daily Telegraph unless otherwise stated). Collected by Pearl 
Herbert while she was on vacation. 
Pregnancy. Scientists have been studying penguins and have found that these large birds 
waddle because "they have such short legs that require their leg muscles to generate force very 
quickly when they walk". It is similar to the swinging of a pendulum and is a way of conserving 
energy. These findings may explain why pregnant women often waddle (December 21, 2000, p.3 
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Chlamydia is linked to infertility, ectopic pregnancy, pelvic inflammatory disease, and 
now cervical cancer, following the findings of a Scandinavian study reported in JAMA (January 
3, 2001, p. 9). "Smoking is now associated with cancers_ beyond lung cancer, such as bladder, 
head and neck, cervical and skin cancer" (December 29, 2000, p. 15). 
Swedish researchers found that women who drink more than four cups of strong coffee a 
day may be twice as likely to have a miscarriage, and those who drank two or three cups 
increased their risk by 30% to 40%, when compared to nondrinkers. This may be an association 
and not a cause and effect finding. The British Department of Health is waiting to read the whole 
study before making recommendation (December 20, 2000, p. 1 ). 
Childfree couples who have carefully examined the consequences of having children, and 
made informed choices of which society does not always approve, are now able to obtain support 
by joining the British Qrganisation of Non-Parents (BON) (December 30, 2000, p. 4 weekend). 
Birth. The psychological condition of tokophobia is characterised by an extreme and 
irrational dread of childbirth. Primary tokophobia develops prior to childbirth. Anxiety in 
pregnancy is linked to postnatal depression. Secondary tokophobia develops after a traumatic 
birth experience. In one survey (British Journal of Psychiatry), two thirds of women feared the 
pain of labour and the long-term consequences of giving birth, such as incontinence, damaged 
sex life (September 28, 2000, p. 24). 
Following a tractor accident which severed the 8-month pregnant woman, a baby boy was 
found an hour later lying by the side of the road in the snow. The umbilical cord was still 
attached to the placenta, and the baby was still breathing. He recovered in hospital (December 
22, 2000, p. 3 ). 
Babies and Children. The Government recently improved maternity leave and pay, 
paternity leave, women's right to work part-time. The Childcare Commission is requesting an 
extra£ 150 per week "toddler tax credit". The parents who are keen to spend time with their 
children are often professionals who go about parenthood with the same ambition and 
enthusiasm they apply to their careers. A planned pregnancy is not just for 9-months but is for 
the rest of one's life. There are practical problems in being a pregnant career woman and a 
working mother, but once a woman has the confidence to get pregnant, then she copes and 
prospers (December 30, 2000, p. 26). 
The cost of hiring a nanny can vary from $785 to $1,000 per month if they live-in and 
$1,600 per month if they live-out. Parents find it safer to hire from an established agency. It is 
not easy to find a woman with Canadian citizenship or landed immigrant status. Foreigners 
without official status usually live-in and are paid at the bottom of the scale. The shortage of 
suitable Canadian women willing to work as nannies has resulted in women having to leave their 
careers and stay at home. Working parents who do hire full-time caregivers suddenly find 
themselves classified as business owners, but they may be able to claim the childcare expenses 
on their income tax (National Post, January 13, 2001, p. A12). 
Working at home can be unhealthy. Feelings of loneliness, isolation, frustration, being 
overworked and stressed are more common. Emotional and technical support and camaraderie 
are not present when working at home (December 20, 2000, p. 7). 
A recent survey into sudden unexpected deaths in infancy found that if the carer and baby 
fall to sleep on the sofa, this increases the risk of sudden infant death syndrome by almost 50% 
(RCM Midwives Journal, 3(8), 244). 
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A 6-week-old baby boy died in his cot after the family cat fell asleep on his face. The 
Royal Society for Prevention to Cruelty to Animals (RSPCA) urged parents to keep the cat out of 
the room and to cover a cot or a carry-cot with a cat-net (December 23, 2000, p. 5). 
In Canada, a homeless, 19-year-old single mother and her newborn baby were sent to a 
government group home, but at 35 days old the baby died of starvation. The baby had been 
discharged from hospital after the mother, and there was no written record of her having been 
fully instructed on how to breastfeed or how to mix the formula for his bottle. She had been seen 
to give a bottle and to breastfeed, but the lawyer questioned whether the baby was "latching-on" 
to her full breasts. The need for a 24 hour breastfeeding clinic, and for hospitals to have lactation 
consultants were recommended (National Post, January 13, 2001, p. A7). 
Parents are delaying having their children immunized after several vaccine scares. One 
suggestion has been that measles, mumps and rubella (MMR) may be linked to autism, although 
no scientific evidence has been found. A MP has proposed that parents be allowed to have their 
children immunised separately against these three diseases, but single dose vaccines are not 
licensed in Britain. Some parents are taking their children to France where single dose vaccines 
are available (December 28, 2000, p. 5). 
After a 9-year-old boy was the first person to be killed using a micro-scooter on the road, 
a coroner warned of the dangers of micro-scooters being used on highways. They should be kept 
to gardens and public parks (December 20, 2000, p. 7). 
In an effort to safeguard against fabricated allegations and trials being stopped as 
witnesses fail to appear, the Home Office is examining proposals to require police to tape-record 
all interviews with adults who make retrospective allegations of abuse. The police are also 
criticised for "trawling", where detectives contact former residents of children's homes and ask if 
they have any complaints to make about the people who looked after them; getting a suspect and 
then finding a crime (December 19, 2000, pp. 1-2). 
Police are warning of the dangers of frenzied dancing, known as "moshing". Death occurs 
because the strenuous activity ruptures blood vessels (December 23, 2000, p. 8). 
Women. A single mother who lost her job when she left work to collect her sick son from 
school has won her Court case for unfair dismissal (December 20, 2000, p. 9). 
A Birmingham university researcher spent 5 years studying snowmen and concludes that 
as they do not appear in all countries in the world, they uphold a "gendered spatial-social 
system". There should be slim, black women (December 22, 2000, p. 25). So far the pipe has 
gone from the sexist snowmen, as society is decreasing the promotion of smoking (December 21 , 
2000, p. 1) . 
' 
Men. By the time a boy is born he is on average between 4 and 6 weeks less developed 
than a newborn girl (British Medical Journal). The stereotype of men as being strong and 
unfeeling makes these biological disadvantages worse, especially for the boys who do not 
express their feelings. They then give the appearance of being invulnerable. It was found that 
boys perform less well at school than girls, were more prone to diabetes, drug abuse, alcoholism, 
lung cancer, and were more likely than women to commit suicide. The more developmental 
problems the more sensitive the care required. Yet difficult babies often receive less good care, 
precisely because they are more difficult to look after (December 22, 2000, p. 4). 
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A study of 140 men aged between 15 and 35, found that young men feel angry, frustrated, 
inadequate and stressed about their bodies after seeing advertisements portraying male models 
with perfect physiques. This could contribute to depression and more steroid use (December 21 , 
2000, p. 7). 
Men suffering from prostate cancer could soon be offered key-hole surgery. This would 
lessen the risk of incontinence, impotence, the need for blood transfusions, and reduce the length 
of stay in hospital from 10 to 5 days. In France there have been 800 to 900 key-hole 
prostatectomies. In Edinburgh key-hole surgery is being used to remove kidneys (December 28, 
2000, p. 13 ). 
Birth Control. As part of the commitment to half the teenage pregnancy rate, the 
Government ruled that as from January 1, 2001 , the morning-after pill was to be legally available 
as an over-the-counter drug, for women aged 15 and over. However, Schering Healthcare, the 
manufacturers, did not start supplying pharmacists with Levonelle until January 1 and it will take 
3 weeks to complete deliveries of the drug. The pill prevents the newly fertilised egg from 
implanting in the uterus and is effective for up to 72 hours after sexual intercourse has occurred. 
The Royal Pharmaceutical Society has told its members not to supply the pills to girls under 16. 
The pill cannot just be taken off the shelf. A chemist (pharmacist) must be available to give a 10-
minute consultation. Levonelle is sold in a pack of two for £19.99. The availability of this pill is 
welcomed by women's health groups but condemned by pro-family campaigners. The 
Department of Health has said that the pill should not be regarded as a substitute for regular 
contraception (January 1, 2001 , p. 5). 
The impact of frequent doses of the morning-after pill has not be thoroughly tested. The 
requiring of a prescription from the doctor had both a medical and a moral impact. Now, just 
going into a chemist (drug store) can have the effect of devaluing life. In Britain, the Abortion 
Act was passed 33 years ago and the number of abortions has risen. Being able to purchase the 
morning-after pill will lead to a further trivialisation of sexual relationships( January 2, 2001 , p23 
The anti-abortion organisation Life, is sending chemists a letter warning them that they 
could face legal action if they sell the morning-after pill to women who then have adverse side-
effects. The drug company says that the pill reduces the risk of pregnancy by 95% if used within 
12 hours of intercourse and has no effect after implantation has occurred (January 3, 2001 , p. 11 ). 
In the U.S. chastity is being taught as the best form of birth control in 23% of secondary 
schools. More than £300 million has been given to school programmes which encourage 
abstinence, compared to only £20 million being available this year to teach about the use of 
condoms to avoid HIV. Although they do not want school children having sex the National 
Institutes of Health and many parents are worried about the lack of teaching regarding safe sex 
(December 29, 2000, p. 19). 
In Vitro-Fertilisation. In California, 53-year-old Cheryl Tiegs paid a surrogate mother to 
have twin boys, born July 1, 2000. Cheryl is married to a man 10 years younger than her, and 
agreed to have his baby. She already has a 1 0-year-old son and did not need more children, but at 
his insistence they now have the twins. She has found "becoming a mother at her age, and 
without a pregnancy, has been traumatic .... [She] cried for months and months before the 
babies were born and for months afterwards". The reporter notes that there is no trace of children 
in the house. The twins and their nanny are in an annex and when visited, Cheryl made no 
attempt to hold the babies or give them more than a tentative touch. (December 26, 2000, p. 19). 
"" ... 
• 
• 
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The Government amended the 1990 Human Fertilisation and Embryology Act, so that 
there could be a new form of embryo research to find cures for a number of serious medical 
conditions such as cancer, heart, and other chronic and degenerative diseases. Human 
reproductive research will still be illegal (December 20, 2000, p. 1 0). This approval opens the 
door to a limited form of human cloning and the use of embryonic stem cells as a source of spare 
body tissue for transplants. Embryonic stem cells are found in newly conceived embryos and 
have the ability to turn into any type of body tissue. Under the 1990 Act scientists can use human 
embryos up to 14 days old for licensed research into fertility, contraception, miscarriages, 
congenital diseases and chromosome abnormalities. However, the law did not permit the use of 
embryos for research into diseases. This amendment is supported by the British Medical 
Association, the Wellcome Trust, the Parkinson's Disease Society, the British Heart Foundation, 
and the Leukaemia Research Fund (December 21, 2000, p. 9). 
Genome sequencing is considered by Science journal to be the most important scientific 
advance of2000. An organism's genome is spelt out in DNA using four chemical letters or 
bases, and sequencing involves decoding the order of the bases. The human genome is spelled 
out in 2.8 billion to 3.5 billion base pairs (December 22, 2000, p. 4). 
The Canadian Raelian Movement, with the majority of its members living in Quebec, has 
received £350,000 to clone an American couple's 1 0-month-old daughter who died last year. 
Human cloning is not yet banned in the United States. In 1997 the Raelians announced that they 
were setting up Clonaid, a biotechnology firm that will fund cloning projects not authorised by 
governments on scientific and ethical grounds. Human cloning costs £130,000, Insuraclone 
(sample and store human cells to create a clone if that person dies) costs £33,000. Clonapet is 
being planned. They state that there are more than 50 women available to be surrogates for the 
cloned embryos (January 3, 2001, p. 3). 
Technology. In the U.S. in a matched study reported in JAMA, 469 men and women 
diagnosed with primary brain cancer, and 422 without cancer, were interviewed. There was no 
significant pattern linking mobile phones to cancer. These findings are similar to those in a 
Swedish study (December 20, 2000, p. 7). Mobile phones are considered necessary accessories 
by teenagers, but the phones are being blamed for making them more dependent on their parents. 
Teenagers are involving parents in everyday decisions, and looking for quick-fix solutions before 
trying to solve their own problems. The phones are becoming "electronic apron strings" and do 
not encourage independence (December 27,2000, p. 6; Editorial, p. 31). 
A woman e-mailed her boy friend describing their love life. He forwarded the e-mail to 
his colleagues, and they sent it to their friends, until it was estimated that millions of people 
around the world had read the message. He is a lawyer and his law firm employers were not 
impressed by this breach of employment terms and conditions. In the past others who have e-
mailed graphic or lewd messages have lost their jobs, for example 40 mobile phone workers in 
Britain, 10% of the workers in a New York Times office (December 16, 2000, p. 7). Five lawyers 
were investigated by a disciplinary panel and although they were disciplined they still have a job 
(December 22, 2000, p. 4). However, nine employees of Financial Services Authority, where e-
mails have to be watertight as they are considered regulating documents, were suspended for 
using office e-mail for personal use, when they forwarded this e-mail message (December 20, 
2000, p. 7). Messages are stored in a server and the company/agency can retrieve everything 
which has been sent. 
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National Health Services (NHS). The Government has announced pay awards above 
inflation rate for nurses 3.7% and 5% for senior nurses, for doctors and dentists 3.9%, for 
physiotherapists, radiographers and chiropodists 3.7%. These increases are not considered 
sufficient to retain and attract others to the professions. The NHS is facing severe staff shortages 
and the Government has promised to employ an extra 20,000 nurses, 7,500 hospital doctors, 
2,000 general physicians by 2004. A newly qualified nurse will receive a basic salary of£15,445. 
The maximum a senior nurse will receive is £26,290, nurse managers £49,585, and nurse 
consultants £45,050. Newly qualified doctors will receive a basic salary of £17, 260, consultants 
from £48,905 and the maximum for a senior consultant £128,935 (December 19, 2000, p. 9). (A 
£1 =approximately $2.25 Can). After 13 years of battling about salary scales, as from April 
2002, F grade will be the minimum for a midwife (nurses start atE grade and supervisors are H 
grade or higher) (RCM Midwives Journal, 3(12), 382). 
A joint report from the Royal College of General Practitioners and the British Medical 
Association states that 10,200 GPs are needed for community work, for implementing new 
standards for heart disease, cancer, and other specialist services. It is recommended that 
consultation times be increased from 8 minutes to 15 minutes per patient. The number of doctors 
in general practice under the age of 35 is falling and older doctors are retiring early (December 
20, 2000, p. 9). There is a shortage of oncologists and 20 cancer centres are without these 
medical specialists (December 20, 2000, p. 9). Lung cancer is the main cause of cancer death in 
Britain with 33,400 deaths and 38,000 new cases annually, and 90% are smokers. One in six 
people think that smokers only have themselves to blame and should not be entitled to the same 
National Health Services treatment as non-smokers (December 28, 2000, p. 6). An extra 1,300 
consultant obstetricians are needed to increase the number to 2,500 to provide maternity care in 
England and Wales. To reduce the potential for litigation should complications arise during 
childbirth, labour wards need a minimum of 40 hours a week of consultant cover. "Junior doctors 
are on wards to train. They should not be left to make difficult decisions they are not qualified to 
make" (December 29, 2000, p. 15). 
Many of the goals of Vision 2000 are being met in the NHS Plan. For example, the 
consultant physician's contract is to be overhauled regarding private practice. There will be more 
information and choices for patients (see web sites http://www.rcm.org.uk; 
http://www.nhs.uk/nhsplan) (RCM Midwives Journal) 
Travel. Economy class syndrome is the name being given to the health risks when flying, 
but first class passengers and crew have also been effected, including 12 of the 600 British 
Olympic team when they travelled to Australia. The cramped seats and lack of moving around 
results in deep vein thrombosis. Since 1992 25 deaths have occurred at the New Tokyo 
International Airport Clinic, and between 100 and 150 passengers are treated annually for this 
syndrome (December 29,2000, p. 1). A Melbourne law firm is acting on behalfof800 alleged 
victims, including 11 from Air Canada flights, who are suing airlines. A Dutch study reported in 
The Lancet had too few subjects and there is a call for a larger study. Bus and car travellers may 
also get this condition and it was first reported in 1940 when Londoners spent long hours in air-
raid shelters during the Blitz (National Post, January 13, 2001, p. A13). 
Trivia. On January 1, 2001, the radio soap "The Archers" was 50 years old. Three towns 
were granted city status (Brighton and Hove- pop. 241,000; Inverness- pop. 41,000; 
Wolverhampton- pop. 250,000). 
• 
.. 
• 
• 
• 
.. 
29 
The Aachen Declaration On Midwifery for All from Marie O'Connor, Philomena Canning, 
The European Institute of Midwifery, Dublin, Eire. 
1st European Congress for Out-of-Hospital Births, Aachen, Aken, Aix-la-Chapelle, Germany 
28 September 01 October 2000. The 1st European Congress for Out-of-Hospital Births ('The Congress'), meeting 
on 01 October, 2000, in Aachen, Aken, Aix-la-Chapelle, Germany, unanimously adopt the following Declaration set 
out hereunder, 
1. Having regard to: 
(i) the recognition by the United Nations (UN) and the World Health Organisation (WHO) that the attainment 
of the highest possible standard of health is a basic human right 
(ii) the adoption of gender equity as a key principle by UN, WHO, the European Union (EU) and other 
(iii) 
(iv) 
(v) 
(vi) 
(vii) 
(viii) 
(ix) 
(x) 
(xi) 
(xii) 
(xiii) 
(xiv) 
. 
agencies 
the adoption of the new public health approach by EU Member States recognising the right of citizens to 
assume responsibility for their own health, and the need to re-orient health care from centralised, tertiary 
curative services to disease prevention and health promotion at primary health care level 
the UN Beijing Declaration of 15 September 1995 stating that women's rights are human rights, reiterating 
women's right to control all aspects of their health, advocating sustainable primary health care for women, 
demanding gender equity in health care, recognising that women's life events are often treated as medical 
problems leading to unnecessary surgical intervention and inappropriate medication, affrrming the social 
significance of motherhood and maternity; and women's right of access to appropriate and safe maternity 
. 
services 
the EU Council Resolution of 8 June 1999 stating that improvements in public health can only be achieved 
by responding to the concerns of citizens ( 1999/C 200/01) 
the EU Council Resolution of 4 December 1997 highlighting the lack of reliable and comparative data on 
women's health 
the WHO Safe Motherhood Initiative 
the WHO Making Pregnancy Safe Programme 
the WHO Health 21 health for all policy for the European Region 
the WHO Care in Normal Birth concluding that a midwife is the most qualified professional to take 
responsibility for normal pregnancy and birth, that this responsibility includes risk assessment and 
diagnosis of complications, and that midwifery for all is the most cost-effective form of maternity care 
the EU Directive of 21 January 1980 on the mutual recognition of midwifery qualifications, the effective 
exercise of the right of establishment, and the freedom to provide midwifery services (80/154/EEC) 
the EU Directive of 21 January 1980, defming minimum standards in midwifery education, and specifying 
the scope of midwifery practice, including the power and responsibility to diagnose pregnancies at risk, and 
to recognise signs of abnormality in the mother, and in the infant, which necessitate referral to a doctor 
(80/155/EEC) 
the EU Directive of 11 December 1986 on the application of the principle of gender equity to the area of 
self-employment (86/613/EEC) 
the EU Directive of 22 June 2000 reducing the working time of doctors in training, which, it is generally 
believed, will result in the widespread closure of obstetric units throughout EU Member States 
(2000/34/EC amending 93/104/EC) 
2. Considering: 
(i) the commitment of the European Union to maximise both health and social gain for women 
(ii) that the provision of maternity care to the 435 million women in the European Region of WHO is a major 
public health issue, given that four out of five women become mothers, 
(iii) the high maternal and infant mortality and morbidity rates in many EU Member States 
(iv) the spiralling Caesarean section and instrumental delivery rates in most of the EU Member States 
(v) that maternity care services are in crisis in many EU Member States, due, in part, to the high numbers of 
midwives leaving the profession, and to an ever-increasing scarcity of resources within the tertiary care 
sector which is compromising maternal and child health 
(vi) the low breast-feeding rates in many EU Member States 
(vii) the significant variation in women's access to primary midwifery care throughout the European Region of 
WHO 
(viii) that midwifery has been significantly under-utilised as a force for health and social gain in the vast 
majority ofEU Member States 
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(ix) the potential of midwifery, which is based on a social, holistic and physiological approach to childbirth, to 
provide safe, high-quality, and sustainable services for women in childbirth at primary health care level 
(x) that the provision of social support by midwives in high-risk pregnancies is an essential measure for 
improving the physical and emotional health of mothers and babies both during and after birth, for the 
promotion of good parenting, and for increasing the breast-feeding rates 
(xi) the need for sustainability in health care systems 
(xii) that the dominant model of maternity care in almost all EU Member States is medical, and that this results 
in the wasteful provision of costly tertiary care services, leads to unnecessary medical intervention, and 
causes iatrogenic damage in childbirth 
(xiii) that at least 80 per cent of women have normal pregnancies and births, which require solely midwifery 
services at primary health care level 
3. THE CONGRESS HEREBY DECLARES AS FOLLOWS 
1. Maternity care policies should henceforth form an integral part of all public health policies, at local, 
national and European levels. 
2. Such policies should recognise midwifery as a distinct and separate profession from nursing, and from 
obstetrics. 
3. EU Member States should introduce legislation strengthening the separate and autonomous nature of 
midwifery as a profession. 
4. Continuity of care from a domiciliary midwife at primary health care level from conception through to six 
weeks after the birth should be recognised as the single most important strategy in the promotion of 
maternal and child health in the European Region of WHO. 
5. EU Member States should introduce changes in national health and insurance systems privileging 
midwifery care. 
6. EU Member States should introduce legislation giving midwives powers and responsibilities in the 
7. 
8. 
9. 
10. 
11. 
12. 
provision of maternity care services at community level equal to those currently held by general medical 
practitioners. 
EU Member States should introduce legislation giving midwives prescribing rights in the matter of drugs 
and other requisites necessary for the practise of their profession; referral rights; hospital admission, 
practising and discharge rights; and certification rights in the matter of unfitness to work in pregnancy, and 
in relation to birth, and perinatal death. . 
EU Member States should ensure that national health and insurance systems give midwives equal 
remuneration with general medical practitioners and with obstetrician/ gynaecologists for the provision of 
services to women for normal birth. 
EU Member States should introduce legislation mandating the collection and publication of statistics in 
maternity care, measuring perinatal and maternal outcomes by care provider, and obliging maternity 
hospitals to collect and publish annual statistics on medical interventions, such as Caesarean section. 
A charter of rights for women in childbirth, which recognises the right of all women to continuous, one-to-
one care from the midwife of their choice, should be drawn up. 
Equality of midwifery representation with nursing and medical representation should be recognised as a 
gender mainstreaming measure in maternity care and related services, and in maternity care policy-making 
structures at local, national and international levels. 
The European Union should fund the establishment of a European Institute of Midwifery, to provide for 
the educational, research and training needs of midwives. 
Dated 1st October 2000 Barbel Kesting, Convener 
• 
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Regulation of Nursing and Midwifery 
At their October council meeting the Royal College of Midwives (RCM) discussed the 
new UK Government's document Modernising Regulation- The New Nursing and Midwifery 
Council. The RCM is presenting for Government's consideration the following: 
1. There is the need for a separate registration of midwives to be enshrined in statute. 
2. Equality of representation between midwifery and nursing on the new Nursing and 
Midwifery Council (NMC). 
3. That the current proposals undermine midwifery education. 
4. The recognition that midwifery and nursing are separate professions, which therefore 
require separate registration. 
5. Regulatory structures must ensure cooperation between the NMC at executive level and 
Supervisors of Midwives at local level. 
6. A Director of Midwifery Regulation at executive level, with a supporting staff of 
midwifery officers, and a Midwives' Board/Committee/Council, with powers to set 
standards for midwifery practice. 
The RCM Council is debating and discussing the advantages and disadvantages of joining the 
Trade Union Congress (TUC) (Davis, C, (2000). RCM Midwives Journal, 3(12), 382). 
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For 2001 RCM membership in Canada is £77.50 (as insurance is not available), and this includes 
the monthly RCM Midwives Journal. RCM, 15 Mansfield St., London W1M OBE, England. 
[RCM medical malpractice insurance does not cover overseas members in countries where local 
legislation prohibits out of country insurance, and Canada is one of these countries. From the 
RCM Medical Malpractice Insurance Your Questions Answered leaflet (1999, April)]. 
Virtual Midwifery Library web site: http://www.uea.ac.uk/ -x645 
Maternity Care Data Dictionary web site: http://www.nhsia.nhs.uk/mcd 
CPSS Publications- contact the Editor of this Newsletter if you would like copies of the 
following: 
The Canadian Perinatal Health Report 2000 is the first report on perinatal health 
published by Health Canada and the Canadian Perinatal Surveillance System (CPSS). The report 
addresses important maternal, fetal and infant health topics and contains information on 24 key 
indicators of perinatal health, including health determinants, such as behaviours and practices 
and health services. More in-depth information is available in a reference guide called Perinatal 
Health Indicators for Canada: A Resource Manual. 
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More than three quarters of mothers with children aged 6-14 are in the workforce as are 
seven out of ten mothers with children under age 6 
(Profiling Canada's Families II, Vanier JnstiMe of the Family, 2000} 
. . 
Economists from Statistics Canada proiect that the labour participation of women aged 
15-44 will rise from the current rate of approx 71% to about 80% by the year 2011 
(Our Child Care Workforce, Human Resource Sedor Study on Chifd Core, 1998) 
¢ Almost 400,000 children are born each year, and 86% of their mothers end.up back 
in the workplace in--a year 
(February 25, 2000- The Globe and Maii"A mother's dilemma: children or iobj 
. . 
The Vanier Institute of the Family estimates that women in the labour force contribute 
approximately $25.5 billion dollars a year in federal and provincial taxes 
(Speech by Dr .. Robert Glossup, Vanier Institute of the Family) 
.. 
A 1998 national poll found th.at nearly 90% of Canadians think high quality child care 
is important to help ensure Canada's future social and economic we1J-being1 and 
81% think governments should develop a plan to improve child care 
(The Progress of Canada's Children: Into the Millennium, Canadian Council on Social Development, 1999) 
There has been a 400% increase in the use of paid child care services by preschool 
children of families since 1967 
(Our Child Care Workforce, Human Resource Sector Study on Child Care, 1998) 
For every $1 spent on child care there is a $2 economic benefit 
(The Benefits and Costs of Good Child Care, Gordon develand & Michael Krashinsky, 1998) 
¢ In 1998 the cost of raising a child from birth to age 18 was estimated to to be 
$160 000 - up by $4000 from 1995. The largest proportion of this cost- 33% was 
attributed to child care, and shelter was the next largest expenditure at 23% 
(The Progress of Canada's Children 1998: Focus on Youth, Canadian Couna1 on Social Development, 1998) 
Between 1991 and 1998, the proportion of workers with dependants who 
reported excess tension due to family/work conflicts increased from 38% to 44% 
(The Progress of Canada's Children: Into the Millennium, Canadien Council on Social Development, 1999) 
. 
Close to 1.4 million children use ·paid child care services in Canada but there are only 
about 500,000 regulated spaces 
(Our C1Jild Care Worlcfon:e, Human Resource Sedor Study on Child Care, 1998) 
A child's brain development in the first six years of life sets the foundation for 
lifelong learning, behaviour and health 
(The Early Years Study: Reversing the Real Brain Drain- Dr. Fraser Mustard & 
Hon. Margaret Norrie McCain, 1998) 
¢ Children1 s well-being and development suffer when they have poor quality care, 
and even an advantaged family background can1t protect them 
(Partners in Quality, Canadian Child Care Federation, 1999) 
• 
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The Health of Canada's Children: A CICH Profile 
A Perspective on 
T he Health of Canada's Children: A CICH Profile, 3 rd Edition, is based on a comprehensive review of national and provincial data sources and 
extensive consultations with experts from many fields. 
The CICH Profile contains ten chapters and 398 charts 
pertaining to the health and well-being of children and 
youth. It provides a relevant and clear picture of where 
our children are today, and gives some direction for 
where we might assist them as they explore their futures. 
The following information from the CICH Profile 
addresses the health and well-being of children and 
youth in Newfoundland. 
Population statistics: 
• In Newfoundland, 57°/o of the population lives in an 
urban area compared to 78°/o of the entire Canadian 
population. 
• 1 °/o of the population in Newfoundland speaks a 
language other than English or French at home. 
The figure for Canada was 16°/o in 1996. 
• 3°/o of people in Newfoundland are Aboriginal, 
similar to the Canadian total of 2.8°/o. 
• 28°/o of Newfoundland's residents are under the age 
of 20 compared with the Canadian average of 27°/o. 
• In 1996, 17°/o of families in Newfoundland were 
headed by a lone-parent. The figure for Canada was 
20°/o for the same year. 
Pregnancy and birth statistics: 
• In 1995, there were 10 live births per 1,000 population 
in Newfoundland, down from 13 in 1990. The 
Canadian rates for these two time periods were 15 in 
1990 and 13 in 1995. 
• In 1995, 6°/o of female infants and 5°/o of male infants 
in Newfoundland were born weighing less than 2,500 
grams. Low birth weight, particularly very low birth 
weight, increases the risk of both short and long term 
health problems. 
• In 1996, the rate of congenital anomalies in 
Newfoundland was 753 per 100,000 compared with a 
national rate of 486/100,000. 
-
undland 
• In 1994, the teen pregnancy rate in Newfoundland 
was 32 for every 1,000 women aged between 1 5 and 
19 years. The lowest rate for that year was 32 in both 
Newfoundland and Prince Edward Island and the 
' highest was 137 in the Northwest Territories. 
Death rates: 
• The infant death rate in Newfoundland was 8 in 
every 1,000 live births in 1995, slightly higher than 
the overall Canadian rate of 6/1,000 . . 
• Death rates in Newfoundland were higher than the 
Canadian rate for ages S-9 years, but lower for the 
group aged 15 to 19 year years in 1995. 
Income. inequity: 
• 20°/o of child!en and youth under the age of 18 \\·ere 
living in poverty in Newfoundland in 1996 compared 
to 21 °/o of the same age group across Canada. 
•· According to 1996 figures, a lone parent \vith one 
child would have to work 69 hours a week at the 
Newfoundland minimum wage rate in order to reach 
the low income cut-offs defined by Statistics Canada 
and commonly thought of as "poverty lines". 
• In 1998, the social assistance rates in Newfoundland 
~ere such that a lone parent with one child ,~;ould 
receive a payment equaling 69°/o of that needed to 
reach the '~poverty line". 
Child care places: 
• Newfoundland had regulated child care provis1ons for 
5°/o of children from birth to 12 years of age m 1998. 
The Canadian rate for the same year was 1 0°'o. 
• 19°/o of children in regulated child care in 
Newfol.mdland were subsidized according to figures 
compiled for 1998. For the same year, the CanadJan 
rate was 31 °/o, and the range was from 9°/o to 68° o. 
For information about the sources of the data, please refer to 
The Health of Canada's Children: A CICH Profile, 3rd Ed1t1on 
To order your copy of the CICH Profile, please contact 
Canadian Institute of Child Health 
384 Bank Street. Suite 300 
Ottawa, Ontario, K2P 1Y4 
Tel: (613) 230-8838 Fax: (613) 230-6654 
E-mail: cich@cich.ca lntemet: www.cich.ca 
INFACT Canada 
ISFAN 
North America 
Infant Feeding Action Coalition, 6 Trinity Square Toronto, ON MSG lBl tel: (416) 595-9819 fax: (416) 591-9355 
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Breastfeeding benefits high risk 
population in Saskatchewan 
om Healthy, Raised Healthy", 
innovative nutrition and 
reastfeeding project of the 
Battlefords Saskatchewan Health Dis-
trict for women and teens grew out of 
the belief that, adequate maternal nu-
trition and breastfeeding are the least 
costly and most timely interventions in 
creating healthier populations. Funded 
by Health Canada's Health Transition 
Fund, the project, designed to address 
health inequities by increasing food 
security and restoring a breastfeed-
ing culture, has some very interesting 
results. Lead researchers, Jean Burry 
and Terry Lynn Cann report that in a 
population where 89 per cent of the 
clients were on social assistance, and 
86 per cent of mothers were single 
and 41 per cent aged 15 to 19: 
> providing information for in-
formed decision to breastfeed, 
and breastfeeding support re-
sulted in markedly increased ini-
tiation/ duration rates, 
> maternal nutrition support and 
breastfeeding positively affected 
health outcomes, 
> breastfeeding initiation/ duration 
rates appear linked to reduced 
hospital admission and interven-
tions such as pharmacare. 
Of the 67 high risk mother and 
baby pairs 86.6 per cent initiated 
breastfeeding (53.7 per cent exclu-
sively-hospital supplementation was 
still practised). At six months almost 
70 per cent continued to breastfeed, 
however the exclusive breastfeeding 
rate dropped significantly at 4 and 5 
months. This was attributed to the 
national policy of initiating solids at 
4 to 6 months despite BFI recommen-
dations of at about six months. These 
Continued on page 2 
B.U.H. Pediatric Admissions Audit 
Responsible Breast/ Artificial No'l-Treaty Treaty 
Diagnosis Totals Breastfed other Baby Milk/ cUents status other clients 
Anemia 3 0 I 2 0 3 
Gastrointest. 24 1 4 19 9 15 
·- · 
Upper Reap. 5 I I 3 I 4 
Allergy 10 0 I 9 2 8 
Lower Reap. 2 6 1 4 2 1 4 22 
Communicable 2 0 I I l I 
Pyrexia 5 0 t 4 3 2 
Urinary tract 5 0 0 5 2 3 
Other 4 0 t 3 1 3 
Total a 84 3 14 67 23 6 1 100% 3 .6% 16.7% 79.8% 27.4 % 72.69'c 
~· 
1999-2000 (6 montha): 2.52 days 3.80 days Average LOStay 
Compared to 
9 5 162 1996 (12 months): 257 12.5 % 3% 84.5 % 37% 63% Average LOStay 100% 3.38 d ays 4 .78 d ays 
Battlefords Union Hospital Pediatric Medical Admissions 6 months Audit 
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' Nestle snubs European 
Parliamentary hearings on 
marketing violations 
BFAN recently took part in a Pub-
lic Hearing into the baby food in-
ustry before the European Par-
liament's Development and Coopera-
tion Committee. 
IBFAN was pleased that some 
Members of the European Parliament 
(MEP) have taken up the call for a 
review of the European Union's ex-
port measures which should provide 
a complaint procedure if European-
based companies market inapp-
ropriately outside the European Un-
ion. Complaints have been registered 
by ISFAN of Pakistan, The Network, 
but no action has been taken. 
Nestle refused to attend the Hear .. 
ing, providing a variety of excuses. 
These included objecting to the pres-
ence of IBFAN and UNICEF; claim-
ing that the meeting did not have a 
sufficiently important title; and 
claiming that the Chief Executive and 
Vice-President were unavailable and 
no-one else within the company of 
230,000 employees could attend. 
The Public Hearing was the first 
event organised under a Resolution 
adopted by the European Parliament 
last year. The Resolution also calls 
for a legal framework and monitor-
ing system to be set up. IBFAN is 
campaigning to support this initia-
tive, which is vital given the con-
tempt for the democratic process 
demonstrated by Nestle. 
Continued from front page 
figures show a marked improvement 
and are considerably higher than 
rates of 69 per cent initiation reported 
in 1994-95. 
Hospital admissions in the breast-
feeding population over the 6 month 
audit show that only 3.6 per cent of 
At the November 22nd Hearing, 
The Network presented damning evi-
dence of baby food marketing mal-
practice, including documentary evi-
dence of bribes paid to doctors and 
sales targets set for staff. UNICEF' s 
Legal Officer also commented on 
Nestle's incorrect interpretation of 
the marketing requirements adopted 
by the World Health Assembly (see 
UNICEF's presentation on the IBFAN 
website). 
Richard Howitt MEP, who had 
organized the hearings, reacted with 
a mixture of shock and outrage to 
Nestle's absence. "(Nestle) has shown 
utter contempt f~~ a properly consti-
tuted public healing. Not to attend 
reveals a comb~ation of arrogance 
and distance which has set their 
cause back." 
Mike Brady at UK's Baby Milk 
Action said: ~st year Nestle's Chair-
man, Helmut Maucher, told his share-
holders that he welcomed the hear-
ing and Nestle has made statements 
calling for cooperation 'to further the 
implementation··of the WHO Code.' 
By refusing to address the real issues 
in a transparent and democratic fo-
rum, Nestle has revealed that these 
are hollow statements for public con-
sumption. Meanwhile the marketing 
malpractice continues, contributing to 
the unnecessary death and suffering 
of infants around the world." •:• 
those breastfed were readmitted to 
hospital whereas nearly 80 per cent 
of those artificially fed were admit-
ted for various infectious diseases, 
primarily lower respiratory and 
gastrointestinal conditions. Partial 
breastfeeding had some benefit with 
an admission rate of 16.7 per cent. •:• 
Soy infant formula 
Scientists from the US Food and 
Drug Administration and elsewhere 
have reported that soy contains 
agents that have the potential to 
cause thyroid and reproductive dis-
orders in humans. 
There is scientific evidence that 
infants fed on soy infant formula are 
exposed to high levels of these agents 
and accordingly are at risk of devel-
oping these disorders later in life. 
Thyroid disorders include goitre 
and autoimmune thyroid disease, 
symptoms of which include an in-
ability to control weight, chronic 
tiredness / lethargy, low body tem-
perature, hair loss and dry skin. 
Reproductive disorders include 
premature maturation, infertility and 
hormone imbalances. 
If you or your children were fed 
soy infant formula and have suffered 
from a thyroid disorder and / or re-
productive disorder, you or your 
children may be able to recover dam-
ages for those injuries. + 
For further information contact: 
Johnson Lawrence 
Barristers and Solicitors 
P.O. Box 1213 
Wellington 
-Notice in the Dominion Ne·w Zealand 
December 2, 2000 
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Today's Parent giving 
mixed messages 
We did a quick spot check of the Autumn/ 
Winter 2000 issue of Today's Parent. The 
magazine boasts committed breastfeeding 
advocates among its writers and editors, 
and indeed the current issue contains good 
information on attachment parenting and 
involvement of fathers. 
Regrettably, that's not the end of the 
story. There are also about 32 pages of 
advertising. Of these, eight full pages are 
ads which violate the International Code, 
or about 25o/o of their advertising. They in-
clude promotion of bottles, complementary 
foods, infant formulas and 'baby clubs'. 
When placed alongside trusted writers 
and editors, the advertising enjoys credibil- · 
ity it does not deserve. We urge hospitals 
and health units to not be a conduit for these 
ads. The Code clearly requires the health 
care system to be free of these promotions. 
Put pressure on Today's Parent to change its 
advertising policy -return to sender! •!• 
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Similac displays get 
the boot in St. Johfl's 
Gift basket display at Sobey's 
O n September the 20th the alert went out to Janet Murphy Goodridge, nurse and lactation consult-
ant of St. John's, Newfoundland that several local Sobey's 
stores around the province were handing out free sam-
ples of Ross Abbott infant formulas to pregnant women. 
A quick trip to the nearest Sobey's showed the provoca-
tive display. After signing up for the baby club as a 
"breastfeeding mother of an 11 month old" Janet re-
ceived the box containing 4 cans of Similac, literature 
and Isomil. She was given the 1-800 number to talk to 
the company RNs and nutritionists. Similar displays were 
targeted for six other Sobey outlets. 
Quick action on the part of St. John's breastfeeding 
network- Kim Hancock and Janet Fox-Been- got a 
copy of the International Code to Sobey's Head Office 
followed by telephone calls and letters to the company, 
requesting that the display be pulled. 
Realizing that media coverage could produce quick 
results Janet went to the local Evening Telegram, CBC 
radio and CBC TV. All covered the story and Sobey's 
decided enough was enough and pulled the displays 
"until they had an opportunity to look more closely at 
the Code". 
Abbott's representative, also interviewed by CBC, 
stated that "they follow the Code only in developing 
countries but not in Canada because Canadians have 
good access to health care." 
Yikes! Sicker babies is OK and the damage can be 
fixed at tax payers expense while the company profits? •:• 
Advaricing BFHI 
Dr. Wah Wong, the Baby-Friendly Hospital Initia-tive (BFHI) consultant with UNICEF Canada, and 
retired UNICEF International staff member, notes that 
the US now has 20 Baby-Friendly hospitals and Canada 
has one - the Brome-Missisiquoi-Perkins Hospital in 
Cowansville, Quebec. For a hospital to ·be in. compliance 
with both the Ten Steps and the International Code in 
order to receive the BFHI designation, _Dr. yYong recom-
mends that 2 steps be added: · ·; · · 
11th step- Compliance with the Intern9tional Code 
- this step is needed to rid Canada's hospitals of the 
contractual obligations to infant formula. companies, 
which continue to provide 80 per cent of hospitals with 
free formula. . ;-. 
12th step -Support a bottle feeding mother's decision 
- assurances must be made that a mother is fully in-
formed and if she decides to artificially feed then to give 
her support and guidance in private. '· · 
Dr. Wong notes that the 12th step does not give an 
endorsement of artificial feeding but recognizes a place 
for mothers who make this choice for medical or other 
reasons. This he believes will give a firmer basis on 
which to turn our hospitals and commurdties to a breast-
feeding culture. -Wong, W. Canadian Nurse. 96: 10-1 1, 2000-12-0;' -> 
Hy and Zel's loses 
breastfeeding customer 
I n October, breastfeeding mother, Bonni:e Annis, no-ticed a contest for a free car seat in Oshawa's Hv and 
l .·· • J 
Zel's supermarket drugstore flyer. · As· n·o sponsor " 'as 
identified with this contest, she asked the local manager, 
and was not surprised to hear that it was Rbss Abbott . 
The winner would get the car seat and everyone else 
would get free formula he told her. Rea,lizing that this 
was a major violation of the Intemati~r\artcode, he 
promptly informed the manager that this was unaccept-
able, as this was contrary to WHO marketing requtre-
.. 
ments and backed her concerns with a 12 page fa x detail-
ing Code obligations. · 
The next time she visited the Hy ~d Zel's, she de-
cided to check With the manager tO See' ~-hat \V J S be tng 
done about the Code infractions, "I do not want to get 
...... 1 r 
into a moral argument with you" he sta~~d : and refused 
to acknowledge his responsibility in undertnining breast-
feeding. Needless to say, Bonnie will no longer be fre-
quenting Oshawa's Hy and Zel's. Over the previous year 
she had spent more than $1,000 at the drugstore. + 
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-~ ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP "'•.. . ., . , . 
J . !. 2001 
Name:_-~~--~~--------------------------------------------------------------
(Print) : ... (Surname) (First Name) 
. . 
All Qualifications:--------------------------------
I ' ,.. 
Full Addre·ss: ----------------------------------------------------------
( . : . . . . 
-' . 
(home) 
Telephone;rN.o. -------------------Fax No.---------------------------
(work) 
E-mail Address: __________________________________________________ -
Work Address: 
--------------------------------------------------------------.. 
Area where working: -------------------------------------------------
Retired: Student: Unemployed: ------------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
represe~tatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
. . . 
Provincial: 
-----------------------------------------------------------------
National: 
----·-------------------------------------------------------------
Intem~iional: ~------------------------------------------------------; \ 0 • 
... 
I wisb tQ be ·a member of the Midwives Association and I enclose a cheque/money order from the post office 
,_, · .. 
for: "s · 
--------------(Chequ'~s/money orders only (no cash) made payable to the Newfoundland and Labrador Midwives 
Association). 
. I 
Full meml;>ership for midwives is $75.00 (as this includes the Canadian Association of Midwives fees which the 
l I" 
Associ~~~on has to pay). 
Associate membership for those who are not midwives is $40.00 
Memb~r.~hip for those who are unemployed/retired is $15.00 
Membership for those who are residing outside of Canada $85.00 (to cover the cost of the extra postage). 
Signed:-------------- Date: 
------------
Return to: Pamela Browne, P.O. Box 1028, Station C, Goose Bay, Labrador AOP lCO 
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